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Audit report

Introduction .
This clinical audit of general surgical services at Bundaberg Base Hospital was undertaken in
February 2005 by the Chief Health Officer, Dr Gerry FitzGerald and Mrs Susan Jenkins,
Manager of the Clinical Quality Unit in the Office of the Chief Health Officer, both of whom are

appointed by the Director-General as Investigators pursuant to Part 6 of the Health Services
Act, 19917, gnabling access fo relevant clinical data.

Pefinition of clinical audit

Clinical 2udit is a systématic revi
of clinical care, which enables benchmarking an
audits are designed to complement accreditation surveys an

rather than structures and processes.

ew and critical éné_lysis of reCognised measures of the quality
d identifies areas for improvement.” Clinical
d focus on the outcomes of care

Purpose of the clinical audit : - o
the quality and safety of general surgical

This clinical audit was undertaken fo measure
services at Bundaberg Base Hospital and identify areas for improvement. The Chief Health
ct manager (Bundaberg Health Service District) fo

Officer had been approached by the distri
| services at Bundaberg Hospital. The catalyst for

conduct a clinical audit of general surgica ‘
this request was a level of concem raised by a number of staff at the hospital in regard to
some patient outcomes. In addition, some staff members expressed a level of distress about

the interactions of one member of staff.

WMethodology - ' - - - R
The Chief Health Officer and Manager of the Clinical Quality Unit conducted an on-site visit at
Bundaberg Base Hospital on February 14% and 15" 2005, to collect data and interview staf.
in addition, data from the following facilities across Queensland were reviewed: " -

-

Northerr zone:

Central zone: -

Southern zone:

These facilities were chosen to enable benchmarking between hospitals. of similar size and
scope across the three zones. This peer group of hospitals had previously been identified and
used by the Maasured Quality Programme for benchmarking plrposes:

Data wire sourced from the following:

ieen sshitals Admitted Patient Data’ Cofléction (QHAPDC - routinely

» Queensland Hospitals Admitt

collected hospital in-patient data)

Audit of selected clinical records (Bundaberg Base Hospital). .-

o Interviews with staff members . .. . S _

. Other data collection systems at Bundaberg Hospital (for example, ACHS clinical
indicator data, infection rates) :

e Service Capability Framework

Clinical Audit of Surgical Services, Bundaberg Base Hospital
February 2005 ' ’

R l(\)lolll

WIT.0001.0160.0¢

014



Audit report

Preamble
Bundaberg is a progressive modern city with a population of 44 670, where residents are
catered for with excellent shopping, medical services, education facilites and a diversity of
recreational pursuits/experiences including the coral isles, coast and country. The city of
Bundaberg is iocated 386kms north of Brisbane and 321km south of Rockhampton on the
Central Queensland coast. ‘

The Bundaberg Health Service District comprises a 136-bed hospital in Bundaberg, an 18-
bed hospital in Gin Gin; an 18-bed hospital in Childérs, and a Health Centre in Mi Perry. The
district extends from Miriam Vale in the north (including Town of 1770 and Agnes Waters), to

Woodgate in the south, and services a population of 84,043.

Bundaberg Hospital is a modern 136-bed hospital and is the district
providing a broad range of secondary level services, including:

Hospital services including: emergency medicine, general medicine, renal dialysis, general,
orthopaedic and vascular surgery, obstetrics, gynaecology, infensive care, coronary care,
paediatrics and psychiatry. Surgical procedures are undertaken by visiting specialists and
staff. surgeons with the support of a staff anaesthetist. A staff physician is supported by a

range of visiting specialists. .
Diagnostic and laboratory services at a secondary leve| are providad.

Aliied Health services include: physiotherapy, occupational therapy, dietetics, speech therapy,
psychology, social work, pharmacy, medical imaging and pathology.

meht, February 2005, ‘District and Hospital
ishing Systern (QHEPS) [Online].’Available

's major referral centre,

Background data source: Queensland Govemn
profiles’ in the Queensland Health Electronic Publl

at: hitp//gheps.health.gld.gov.aw/

Set:vice Capab'_iEIIf:y Levels - T : _ )
The Queensland Health Service Capability Framework (2004) outfines the minimum support
services, staffing, safety standards and other requirements for public and licensed private

health facilities to ensure safe and appropriately supported clinical services. The Service
Capability Framework serves two major purposes: :
« To provide a standard set of capability requ
-+ . services provided in Queensiand by public and private health facilities
» To provide a consistent language for health care providers and planners to use when
describing health services and planning service developments :
When applied across an organisation, the same set of underlying standards and requirements
for similar services will safeguard patient safety and facilitate clinical risk management across

the state's health facilities.

frements for most acute heélth facility

Data source:. Clinical Services Capability Framework — public ‘and licensed private haaith
facilities. Version 1.0 - July 2004. Queensiand Health. . o

Clinical Audit of Surgical Services, Bundaberg Base Hespitat
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~ Audit report

REPORT OF THE CLII;HCAL AUDIT - BUNDABERG BASE HOSPITAL

Introduction .
Concerns regarding patient outcomes at Bundaberg Hospital were raised almost two years

ago and coincided with the commencement of two new surgeons at the hospital: One of these
took up the position of Director of Surgery and has also been appointed fo an academic
position within the rural clinical school of the ??7. Some difficulties have also been

experienced by this surgeon in understanding the Ausiralian healthcare system, and in
particular, healthcare delivery in a regional setting in Queensland.

Issues raised by staff included the following:

.. Other factors

“ Dif-ﬁcultieFE have been experienced consistently in attracting to, and retaining key medical
* personnél in the Bundaberg Health Service District. This is compiicated by the state-wide

_ shortage: of medical personnel and the reliance on international medical graduates.

~.# = Two years ago, two new international graduates {both from the United States of America)
- - commenced work as full-time surgeons at the hospital. The junior medical staff are also

mostly international graduates.

S~

Findings

He has high standards and this hés led to some degree of conflict with local staff.
There has bé‘én someé cultural conflict.” .

A te_r;d’gh;:y_ to hang onto things and to undertake proceduras which may

Exceed the capacity of the Bundaberg hospital '

There has been a nurr_ﬂ;_er of congcerns rgga_rdi__ng particplar cases.

Also concerns raised with the rate of infection and the ratge of wound dehiscence.
What are the readmission rate and return to theatre rate ‘etc.

« Infection rate
» Transfer fo a higher level of care .

o Locla culturalissués: Local private, hospitals confiict with. the sfficiency of the publ
- hospital may be conflicting with commergial interests of private surgeons. -.

Credentials and clinical orivileges committes has not considered the scope of practice
within the hospital. Granted interim privileges.

Other consultative committees. 'Medfcat Services advisory Committee.

Mértality and morb'idity' surgical has been set up but as a teaching expercise for junior staff
rather than audit and quality review. Not peer review.

l\lllllll\lllll‘l)lglolt\)l?e_
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These concerns were raised informally with District Staft who conducted some preliminary
investigations. However there is a perception amongst those most concerned that their
concerns were not addressed satisfactorily. Subsequently those concermed have been
brought to the aftentions of the District Manager and information provided fo the Nurses
Union. In Octob er 2004. The District Manager had commenced mediation between key staff

but sought assistanca.

The concems are not uniform and many staff are also very complementary of changes to the
teaching of junior staff etc.

In addition there has been a significant improvement in efficiency, the turnover of patients with
significant reductions in waiting times for surgery.

Clinical Audit of Surgical Services, Bundaberg Base Hospital
February 2005

© -Audit report

There are concerns expressed that some staff have ‘experiencéd the increases in turnover efc
are causing concern fo some staff who may prefer a more relaxed work exparience.

Managed the tilt frain incident
Patient surveys have shown a significant improvement in patient satisfaction over that times

(references)

tend to renew his contract past its completion in

Dr patel has indicated that he does not in _ _
dness to underfake a threa mohth locum untd the

March. However he has indicated a prepare
end of June.

Informat! feedback form DMS in late last yeér he agreed to stop doing oesophagectomies
agreed to accept a greater willingness to transfer. ' ‘ '
Questions about preparedness fo be accountable. Evidenced by unwillingness fo refer,
unwillingness to pass over patient control. ' '

A tendency to do operations that would fot be acceptable in this country.
A lack of understanding of regionial service sin Quéens‘.land -

Difficult often to gain access to tertiary services.

Concerns regarding particular procedures which he did not understand but which his
afrogance did not allow’ him' to admit. Thus' he attepted ‘and failed! Thos ‘procedures were
then moved out of the hospital. A fecurrent theines is his lack of preparedness to récognise
limits fo his practice. He thinks this is a third world country and he is the saviour????

Cmffonﬁng personality that leads to a fot of ocnlifct with'- some individuals. Also can be
generous and supportive. '

kéy issues:-
Wi, O



* Scope of practice

» Competency of practice
e Complication rates

= Hospital culture

s Interpersonal conflict
Involvement in ICU. Who is in charge of the patients?

Recommendations:

Counselling by a senior surgson from outside of town. Perhaps the same one who does the
expert review of the cases.

A code of behaviour

c
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Introduction

Introduction

Bundaberg is a progressive modem city with a population of 44,670, where residents are
catered for with excellent shopping, medicat services, education faciliies and a diversity of
recreational pursuits and experiences including the coral isles, coast and country. The city of
Bundaberg is located 386kms north of Brisbane and 327km south of Rockhampton on the
Central Queensland coast. '

The Bundaberg Health Service District compﬁsés a 136-bed hospital in Bundaberg, an 18-
bed hospital in Gin Gin, an 18-bed hospital in Childers and a Health Cenfre in Mt Perry. The

district extends from Miriam Vale in the norih (including Town of 1770 and Agnes Waters}, to
Woodgate in the south, and services a population of 84,049, :
Bundaberg Hospital is a modern 136-bed hospital and is the district’s major referral centre,
providing a broad range of secondary l'evel services, including:

Hospital services including: emergency medicine, general medicine, renal dialysis, general,
orthopaedic and vascular surgery, obstetrics, gynaecology, intensive care, coronaly care,
paediatrics and psychiatry. Surgical procedures are undertaken by visiting specialists. and
staff surgeons with the support of a staff anaesthetist A staff physician is supported by a

range of visiting specialists.
Diagnostic and laboratory services at a secondary level _aré pmvid ed.

Allied Health services include: physiotherapy, occupational th{é_répy, dietetics, speech therapy,
psychology, social work, pharmacy, medical imaging and pathology. -
Background data source: Queensiand Government, February 2005, ‘District and Hospital
profiles’ in fhe"Q_Ue'énsiand-Hééfth‘Ele’ctrdni'c Publishing System (QHEPS) [Online]. Available
at: hitp://gheps. health.qld.gov.aty/ S e o

Background

This clinical audit of generai surgical services at Bundabérg Base’Hospital was undertaken in

February 2005 by the Chief Health Officer, Dr Geny FitzGerald and Mrs Susan Jenkins,

Managar of the Clinical Quafity Unit in the Office of the Chief Health Officer, bothi of whom are
appointed by the Director-General as [nvestigators pursuant to Part 6 of the Health Services
Act 1991, enabling access to relevant clinical data. :

Definition of clinical audit
Clinical audit is a systematic review-and critical analysis of recognised measures of the quality

of clinical care, which enables benchmarking and identifies areas for improvement. Clinical

audifs dre designed to complemént accreditation surveys and focls on the outcomes of care
rather than siructures and processes.

Purpose of the clinical audit

This clinical audit was undertaken to measure the quality and safety of general surgical
services at Bundaberg Base Hospital and identify areas for improvement. The Chief Health
Officer had been approached by the District Manager (Btindaberg Health Service District) to
cohduct a clinical audit of general surgical services at Bundaberg Hospital. The catalyst for
this request was a level of concem raised by a number of staff at the hospital in regard fo
some patient outcomes. In addition, some staff members expressed a level of distress about

a number of staff interactions.

Clinical Audit of'SurgEcél Services, Bundabarg Base Hospital 2
February 2005 ) ’
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Introduction

Scope of the clinical audit

The Chief Health Officer and Manager of the Clinical Qu
Bundaberg Base Hospital on February 14" and 15" 2008, to collect data and intervi

In addition, data from the following facilities across Queensland were reviewed:

ality Unit conducted an on-site visit at
ew staff.

Northern zone: Mt Isa, Mackay

Central zone: Raockhampton, Gladstone, Hervey Bay, Maryborough, Redcliffe,
' Caboolture; ’ -

Southern zone:  Ipswich, QEIi, Logan, Redland,

These facilities were chosen to enable benchmarking between hospitals of similar size and
scope across the three zones. This peer group of hospitals had previously been identified and
used by the Measured Quality Programme for benchmarking purposes.

bé_fa sources

Data were sourced from the following: ' L

Queensland Hospitals Admitted ' Patient Data® Collection (QHAPDC — routinely
collected hospital in-patient data) ‘

e Interviews with staff members
Other data collection systems at Bundaberg Hospital (for example, ACHS clinical

indicator data, infection rates)

Service Capability Levels

The Queensland Health Service Capabifity Framework (2004) was used to compare the
stated service levels at Bundaberg Hospital with the recommendations in the framework. The
sramework outfines the minimurn stpport services, staffing, safety standards and other
requirements for public and licensed private health facilities to ensure safe and appropriatefy
supported clinical services. The Service Capability Framework serves two major purposes:

« To provide a standard set of capability requirements for most acute health facility
- services provided in Quéensland by public and private heaith facilities .
«  To provide a consisterit language. for health éare providers and planriers o use when
describing heaith services and planning service developments. . ‘ _

the same set of underlying standards and requirements

When applied across an organisation,
isk management across

for similar services will safeguard patient safety and facilitate clinical
the state’s health faciiities, .

Data 'source: Clinical Services ‘Capability Framework — public. ‘and licensed private healih facilifies.
Version 1.0 - July' 2004, Queensland Health. a ' T

Clinical Audit of Surgical Services, Bundaberg Base Hoépita] 3
February 2005 _ .
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.. cases. The areas are:

Audit report — routinely collected data

Routinely collected dafa
The Client Services Unit (CSU) of the Queensland Health Information Centre (HIC) provided
data for this review. The CSU was asked to provide data for the calendar year 2004, by
doctor and by specified hospital (as described above), including the following:

« Number and percentage of surgical episodes
Number and percentage of episodes where the patient diad in hospital
Number and percentage of episodes where the patient was transfe

. med to another
hospital

« Number of episo

elsewheare classified)

Number of episodes with a Y40-Y50 ICD010 code (drugs/medicamentsfbio!ogicaIs

causing adverse effects in therapeutic use)
Number of episodes with a YB0-YE9 ICD-10 code (misadventures to patients during

surgical/medical care) '
« Number of episodes with a Y70-Y82 ICD-10 code (medical devices associated with

misadventures in diagnostic and therapeutic use

Number of episodes with a Y83-Y84 ICD-10' code (surgical/medical procedures as a
‘cause of abnormal reaction of a patient withdut mention of misadventure)

Haemorrhage/haematoma complicating a procedure not elsewhere classified

Shock during or resulting from a procedure ‘

Accidental puncture and faceration during a proge

Disruption of operation wound not elsewhere classified

Wound inféction following. a procedure

Sepsis following a procedure ,

Foreign body left in a body cavity or operation wound,

Acute reaction to foreign substance left during a procedure

Vascular complications following a procedure not elsewhere classified
* Other complication of procedure not elsewhere classified
* Unspecified complication of procedure -

des with a TB1 ICD-10 code (complication of procedure not

dure not elsewhere classified

. & 8 & & 8 & & 8 8 @

lnterpretation of these data

On review-of the data supplied by the CS-U, there
further, in-depth statistical analysis and, if indicate

é’ppéaf to be a number of areas worthy of a
d;a review of the clinical records in these

Number of e;iiéodé,s'with a 181 ICD-‘IO ¢ode (complication of procedure not

elsewhere classified) _ ) By
« Numbér of episodés with a Y60-Y69 ICD-10 code (misadventures to patients during
surgicalimedical care) .. - S
«  Number of episodes with a Y83-Y84 ICD-10, code {surgical/medical procedures as a
cause of abnormal reaction of a patient without mention of misadventure)
Haemorrhage/haematoma complicating a procedure riot elsewhere classified
Accidental puncture and laceration during a procedure not elsewhere classified

Other complication of procedure not elsewhere classified

Clinical Audit of Surgical Seivices, Bundabérg Basa Hospital - - -

Febriary 2005 ' :
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Audit report — staff opinion

Identification of staff opinion

Discussions were held with staff at Bundaberg Hospital and included the district manager,
director of medical services and director of nursing. The discussions were designed to provide
a non-threatening situation where participants could discuss their views so that these could
he recorded and inform future practices. Several staff members were supported by
representatives of their industrial organisation. Comments have been ‘themed’ below with the
nine quality dimensions of the National Heaith Péarformance Framework.

_h‘i e s 7 I
Accessible In medical services, there has been a | Review staff recruitment and selection
lack of confinuity, significant unrest | processes.
and staff movements.
There is a high percentage of | Review staff retention strategies.
overseas irained doctors at Bundaberg:
Hospital. -
The director of this division Is
accessible to GPs and easy to contact
The divisional director has a good
work ethic and a heavy workload.
The divisional director undertakes
) mast procedures )
Appropriate The divisional director camied ot
excellent work triaging in ED following
the tilt train disaster. . .
Some procedures and selection of Implement  the Service  Capability
patients are oufside the scopa of | Framework.
Bundaberg Hospital. ]
There is not always good teamwork | Institute feam building between and within
between OT and-ICU and clinical | disciplines. -
issues are sometimes complicated by
‘personality issues’. - _
There is a lack of understanding of the | Develop an orientation programme on this
Australian healthcare system. topic.
Lack of pratocols for the management Develop and implement policies and
of meadical and surgical patients in ICU | procedurés for the  multi-disciplinary
means there is no ‘multi-disciplinary ‘management of patients in ICU with a
team management’ of patients — this'is | view' fo impfoving patient outcomes and
detrimental to patients and staff. .~ | work practices for staff.
No protocols to manage the transfer of | Develop and implement  appropriate
patients from ICU to a. higher level | policies and procedures for patient
“facility. - : _ : “transfefs.
Documentation in clinical records is Develop, implement and monitor a policy
sometimes less than opfimal.’ and” education programme for clinical
docurrientation. 7
Clinical decision-making is sometimes ‘Review lédve amangements to ensuré
left {o junior doctors.’ appropridte ongoing patient care.
No systems in place for involvement of Review  processes ~ for mulfi-specality
relevant clinical" specialists in patient | involvement in patient care.
care, ' : ' :
- Appropriateness of and/or capability fo Review all clinical policies and procedures
carry out some treatments. to ensure they are current and identify
compliance.
Confemporary No systems for review of data to | Develop a process of clinicat audit for
. support the evaluation of patient care. evaluation of patient care using routinely
o coliected data.
The divisional director is kéen to be
involved in activities such as ACHS
accreditation.

Climical Audit of Surgical Services, Bundaberg Base Hospital 5
February 2005
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Audit report — staff opinion

Identification of staff opinion (continued)

Capable

There is a mix of skills in the clinical
waorkforce.

PE I

Review processes to ensur2 equitable
access o professional development and

- training programmes.

The credendialing and  clinical
privileges process has not yet been
fully implemented.

Complete this process for all medical staff.

Hospital doctors and doctors working
in the privaie sector do not always
work well together. . R

Facilitate the development of good
working relationships between the public
and private healthcare saclors.

Teams do not always work well
together.

Institute team building between and within
disciplines.

No clear protocols for handover of
patients to appropriate staif, when
surgeons go on annual/other leave.

Develop and implement appropriate
protocols to_ensure ongoing patient care
when clinical staff are on feave.

The divisional diréctor is commitied to
teaching. :

Discussions between staff members
regarding patient care do not ahways
take place in a relevant setting:

“Ensure all staff are aware of their

obligations in  regard fo " patient

confidentiality.

There are no protocols for mulii-
disciplinary' team meetings and ward
rounds to plan, implement and review
patient care._ ) :

Develop and implement a system for
multi-disciptinary  ward  rounds and
meetings to ensure the continuum of care.

Staff do not always comply with

Cnsure all staff are aware of their

Sustainable

members could be improved.

Responsive :
policies and procedures for patient obligations in  regard o patient
confidentialify. ) - | confidentiality
Patient -~ safisfaction rates have '
increased. L S

Effective Throughput of elective surgery cases Implement an’ audit process to monitor,
‘s good, but there are some unplanned | assess, - lake appropriate action and

e re-admissions. o« o .| review this indicator. : .

Efficient | Lengths of stay for some procedures Implement: an. audit process to monitor,

. . have Increased. - ‘assess, {ake appropriate acfion and
“review this indicator.
The divisional director  has- created
efficiencies on OT by changing some |
outmoded work practices. ) _

Safe GComplication rates have increased, impiement an.. audit process - to monitor,
assess, take appropriate action and
review this indicator,

Staff do not, always comply with | Review, update according to best practice

infection  control  policies . ahd and implerient infection control, policies

procedures, including wearing of OT |'and = procedures and ensure siaff

attire outside OT, hand washing compliance. :

between patients and appropriate use : Continue to monitar infection rates.

of instruments. , .

Interactions between some siaff | Institute team building between and within
discipiines.

“During significant arganisaticnal change,

ensure Queensland Health's change
management guidelines are used.

Sometimes staff need more support
from senior management.

Implement appropriate processes for staff
to access senior management.

Hospital doctors and doctors working
in the private sector do not always

work well together.

Cacilitate the development of good
working refationships between the public
and private healthcare sectors.

Glinical Audit of Surgical Services, Bundaberg Base Hospital

February 2005
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Audit report — staff opinion

Discussion of staff feedback

In general, staff have enjoyed their work at Bundaberg Hospital and onty relatively recently
have issues arisen which have caused concern. Staff clearly demonstrated their keenness to

provide health services of a high standard.

However, as well as raising concerns, some staff made complimentary comments about the
divisional director's commitment to teaching and mentoring of junior medical staff.

rovement in efficiency, especially in the operating

In addition, thete has been a significant imp !
ets with significant reductions in waiting times for

theatre, and in meeting elective surgery farg
sufgery.

Opportunities for improvement identified from staff discussions

aal district health services (including Bundaberg
# continuity, significant unrest and siaff movemneanis
tals have a_high percenfage of overseas trained
t, selection and retention poiicies

While it is recognised that many regio
Hospital) are faced with problems of lack o
in medical services and that many hospi
doctors, this may be an opportune time- o review recruitmen
and strategies in an effort to identify innovative solutions.

For staff in regional areas, access to profeési.onal' deve[o*p‘ment opportunities can be limited,
and it may be useful therefore, to explore alternative._strategies for the provision of ongoing
training and development for all staff: including relevant topics: for orientation and in-service

education programmes.
In order to ensure optimal outcomes for patients and enhancéd work experiences for staff,
ongoing attempts to improve and maintain good communication between professional groups
in the public and private sectors are essential. ' '

" Hospital policies and procedures; particularly for transfer of patients; management of surgical

patients, multi-disciplinary involvement in pa
patients in 1CU, clinical documentation; leave “arrangements; patient confidentiality ‘and
infection control should ba reviewed to ensure they are consistent with current best practice.

Mulii-disciplinary involvement in-a‘ process of clinical audit nesds to be developed and
encouraged to maintain high quality services. : -

Th’e' process for credentialling ‘of medical staff {5 ensure appropriate granting of clinical
privileges, should be progressed.

" The Queensiand Health Service Capability Framework should be implemented to ensure all
senvice levels are consistent with the framework. S

Clinical Audi of Surgical Services, Bundaberg Base Hospital"’ 7
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Audit report — data from other {local) collection sources

1. Re-admission rates within 28 days of discharge.

A review of data for this indicator shows the following:

January-June 2003 Surgery/\Vascular/Urology/Endoscopy 2.4%
July-December 2003 Surgery/Vascular/U rology/Endoscopy 2.5%
January-June 2004 Surgery/Vascular/Urology/Endoscopy 3.0%
July-December 2004 Surgery/Vascular/Urology/Endoscopy 2.5%

2. Surgery indicator — Patients who have a laparoscopic cholecystectomy with a bile
duct injury requiring operative intervention.
A review of data for this indicator shows the following:

e 625 ELOiES
,_;.‘January—.} une 2004 General Surgery 56 3 5.36
July-December 2004 | General Surgery _ 62 5 8.06

3. Wound dehiscence indicator
A re_view of data for this indicator shows the following:

July 2002-June 2003 99 7.07
July 2003:Juine 2004 142 2.8
July-Decemnber 2004 86 o 0.00

4. Patient opinion

Survays of patient opinion.were conducted at Bundaberg Hospital by the company ‘Press
Ganey in 2001 (pilot survey), 2003 and 2004.

services as ‘significantly

Most aspects of surgical
nublic

In 2003, the results indicated that patients had rated the surgical

higher” than the mean Bundaberg Hospital score for ‘doctor care’.
‘doctor care’ were rated higher than the mean for all facilities participating in the survey,

hospitals participating in the survey and hospitals surveyed in the 101-150 bed range.

[ 2004, the results indicated that patients rated ‘doctor care’ for surgical services as higher
than the Bundaberg mean, although the difference was not statistically significant.

No- statisticelly significant differences were found between the results for -‘doctor care’
between the 2003 and 2004 surveys. The Bundaberg Hospital scores were not significantly
different from the mean scores of other hospitals participating in the survey. There was,
however, a general decline in the score when compared to 2003.

Clinical Addit of Surgical Services, Bundabarg Base Hospital
February 2006
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Audit report - Service Capability Framework

Service Capability Framework
the Queensland Health Service Capability Framework (2004) outfines

safety standards and other requirements for public
jately supported clinical

As stated previously,
the minimum support services, staffing,
and licensed private health facilities to ensure safe and appropr

sernvices.
The capability levels applied to services at Bundaberg Hospital relevant to this audit are as

follows:

Anassthetic services
Colorectal surgery
Diagnostic Imaging
Endoscopy services
Gadstroenterology
. Gastroi t' al surge

wine|p|mjwin

B R

Prin e

Intensive Care Units
‘Internal medicine
Nuclear medicing
Interventional radiology

' Operating Suite services
Pathology

Pharmacy

Urology

‘Vascular surgery

e level 3 is as follows: ‘surgical service level 3
urgery with high anaesthetic risk and complex
ty Framework, Section

The service definition for a surgical servic
provides a combination of intermediate s

surgery with medium or high anaesthetic risk’. (Service Capabili

€3, page 106).

Fbré Level 3 general surgical service, the support services should be at the following levels:

Anaesthetics
Critical care
Diagnostic imaging
Emergency
Endoscopy
Interventional radiology

‘Meadical '
Nuclear medicine
Operating suite
Pathology
Pharmaacy -

Clinical Audit of Surgical Services, Bundaberg Base Hospital 9
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Audit report - éummary

- Summary
During this audit, a number of issues and concerns were raised with the reviewers. In

addition, positive comments were made about the general surgical service, including the
his teaching responsibilities, throughput of elective

commitment of the director of surgery o
surgical cases and the increased level of efficiency in the operating theatres.

The concerns raised by staff can be categorised into two main groups — these are:

1. General surgical procedures being underfaken which are outside the scope of
Bundaberg Hospital. Cornments made in regard to this included: there is sometimes
a tendency to treat patients at Bundaberg when they should be transferred to a higher
level facility- with appropriate resources: a preparedness  {o demonstrate
accountability (i.e. hand over patient care when indicated) is not always evident there
is. a demonstrated lack of understanding of the capability of Queensland regional
health services: infection rates and wound dehiscence rates - have increased:
unplannad returns to operating theatre have increased: the care of two patients In
particular have highlighted the concems of staff and caused them fo voice their
distress. . '

2. Iack of good working relationships
service. Comments made in regard 1o thi
standards and this has led to some degiee
‘cultural’ conflict: there are not always goo
doctors and doctors in the private sactor: the incre

concern to some. staff members: the director ha
causes conflict with some staff members.

befween all. staff in” the general surgical
s included: the director of surgery has high
of conflict with staff: there has been some
d working relationships between hospital
ase in work levels may be causing
s a confronting personality which

Discussion
significant concern fo staff in the general surgical
service and intensive care unit, have been the performing of complex procedures without the
appropriate level of support services and the’ poor working relationships between some staff
members. In addition; concerns were also raised: about‘increasing‘unplanned, readmission,
coriplication and wound dehiscence: rates. - e T

With fegard 1 the-éonduct’of inappropriate compl

Tt two issues that appear to have been of

Vit ard to the'c ex procedures; the surgeon involved has
agreéd to undertake only thosé procadures which a
and relevant support services. The surgeon has also agreed t
to higher level facilities.

o transfér patients more readily

A5 can be seen from the data presanted earlier in this
r&admissions for the two 6-month periods in 2004 (Ja
3.0% and 2.5% respectively, the rate of laparoscopic ¢
sarmel 6-month periods wére 5.36'and 8.06 Tespectively.
reduced in the July-December 2004 period to a nil rate compare

nuary-June and July-December) were
holecystectomy complications for the
THe rate”of wound dehiscence had
d to July-2003-June 2004 rate

Following the discussions with staff held during.the on-site. visit, the issues raised about poor
workirig relationships, both in the general surgical unit and, between this. unit and support
services (e.g. ICU and jnfection controf), still appear :
of staff members. ST TR T
As has been stated above, although some staff members had reported examiples of poor
tearmwork in the generat surgical unit: other staff were keen to- highlight positive aspects of
general surgical service delivery, for example, a significant commitment ta teaching of junfor
medical staff and efficiencies achieved in operating theatre processes. ‘

Clinical Audit ofSurgical Services, Bundaberg Base Hospital 10
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Audit report - recommendations

Recommendations

Recommendations are provided, having been separated into ‘strategic’ and ‘operational’
areas. :
Strategic

1. Complete the implementation, and ensure the ongoing process of credentialling and
granting of cfinical privileges to medical staff which delineates the scope of practice.

2 Review staff recruitment, selection and retention strategies in an effort to aitract and
retain clinical staff and improve continuity of service.

3. Review the Queenstand Health Service Capability Framework o ensure appropriate
levels are appiied to each service. : -

4. Ensure all staff are stpplied with (or are able to. access through QHEPS) the
Queensland Health Code of Conduct, and that all staff are aware of their obligations
and responsibilities in regard to the Code, for example, confidéntiality of patient
information. : '

5. Institute team building within and befween disciplines. -

6. Encourage all clinical units/divisions to b involved in an ongoing process of mufti-
disciplinary clinical audit, which is used to evaluafe and Improve patient care. This
process should embrace- performance indicators relevant to the clinical service, for
example the ACHS clinical indicators, including unplanned re-admissions, unplanned
returns to operating theatre,.average lengths of stay, complication and infection rates.

7. When significant organisational changes are planned, ersure Queensland Health's
change management guidelines are used.- : ‘

8. Include education/information on the Queensland héalthcare system in the hospital
orientation programme fo ensure all siaff undérstand how the public and private
sectors operate and the linkages between the two systems.

9. Facilitate improved working relationships between clinicians in the public and private
sectors. : '

10. Review processes to enable equitable access to ongoing professional development
and training programmes. ' L _

11. Implement appropriate processes to enable staff to access senior management.

12. Ensure the development and ‘implementation of a poficy. (which is based on best
evidence) and education programme for clinical documentation.

13, The Executive Team of vBu_nda_bérg, Hospital should refer to. the Medical Board of

Operational

1.

Ciinical Audit of Surgical Services, Bundaberg' Base Hospital

Queensland their concerns regarding the errors of judgement and decision-maKing
displayed by the director of surgery. '

o ensure they are based on best evidence

Review all clinical policies and procedures t 7 _ _
hat staff know about and comply with all

and implement a, process to make certain t
policies and protedures. . _. Lo . )
Develop and implement policies and procedures, which are based on best practice
for the following:, - o -
«  Multi-disciplinary management of patients in IcuU
»  Transfer of patients to a higher level facility
Clinigians' leavée arragements to enstire appropriate ongoing patient care
Multi-specialty and mult-disciplinary involvement in patient care’
‘Multi-disciplinary ward rounds, case conférences and meetings to ensure
continuity of appropriate care for ail patients
« Infection control - '
« Patient confidentiality, using t
guide-

he Queensland Health Code of Conduct as a

11
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Introduction

introduction

Bundaberg is a progressive modern city with a population of 44,670, where residents are
catered for with excellent shopping, medical services, education facilities and a diversity of
recreational pursuits and experiences including the coral isles, coast and country. The city of
Bundaberg is located 386kms north of Brisbane and 321km south of Rockhampion on the

Central Queensland coast.

The Bundaberg Health Service District comprises a 136-bed hospital in Bundaberg, an 18-
bed hospital in Gin Gin, an 18-bed hospital in Childers and a Health Centre in Mt Perry. The
district extends from Miriam Vale in the north (including Town of 1770 and Agnes Waters), fo
Woodgate in the south, and services a population of 84,049.

Bundaberg Hospital is a modern’ 136-bed hospital and is the district's major referral centre,
providing a broad range of secondary level services, including: :

Hospital services including: emergency medicine, gensral medicine, renal dialysis, general,
orthopaedic and vascular surgery, obstetrics, gynaecology, intensive care, coronary care,
paediatrics and psychiatry. Surgical procedures are undertaken. by visiting specialists and
staff surgeons with the support of a staff anaesthetist. A stafi physician is supportad by a

range of visiting specialists.

Diagnostic and laboratory services at a secondary level are p’rovidéd.-

Allied Health services include: physiotherapy, occupational therapy, dietetics, speech therapy,
psychology, social work, pharmacy, medical imaging and pathology. )

Background dafa source: Queénsland Government, February 2005, ‘District and Hospital
profiles’ in the Queensland Health Electronic Publishing System ( QHEPS) [Online]. Available

at- hitp:#gheps. heaith.gld gov.au/

Bgc.kgro_und . _ ‘

This clinical audit of general surgical services at Bundaberg Base Hospital was underfaken in
February 2005 by the Chief Health Officer, Dr Gerry FitzGerald and Mrs Susan. Jenkins,
Manager of the Clinical Quality Unit in the Office of the Chief Health Officer, both of whom are
appointed by the Director-Genéral as Investigators pursuant to Part 6 of the Healtfi Services
Act, 1991, enabling access to relevant clinical data.

Definition of clinical audit -

Clinical audit is a systematic review and critical analysis of recogni'sed‘measdrésrof the quality 7

of clinical care, which enables benchmarking. and identifies areas, for improvement, Clinical
audits are designed to complement accreditation surveys and-focus on the outcomes of care
rather than structures and processes. :

Purpose of the clinical audit

This clinical audit was. undertaken fo measure the quality and safety of general surgical
* services at Bundaberg Base Hospital and identify areas for improvement. The Chief Health
Officer had been approached by the District Manager (Bundaberg Health Service District} to
cohduct a clinical audit of general surgical services at Bundaberg. Hospital. The catalyst for

this request was a level of concern raised by a number of staff at the hospital in regard fo

some patient outcomes. [n’_addiﬁon,‘ some staff members expressed a level of distress about
anumber of sfaff interactions.

Clinical Audit of Surgical Service;s, Bundaberg Base Hospital
March 2002
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Introduction

Scope of the clinical audit

The Chief Heaith Officer and Manager of the Clinical Quality Unit conducted an on-site visit at
Bundaberg Base Hospital on February 14" and 15" 2005, to collect data and interview staff.
In addition, data from the following facilities across Queensland were reviewed:

Northern zone: Mt Isa, Mackay

Central zone: - Rockhampton, Gladstone, Hervey Bay, Maryborough, Redcliife,
Caboolture, : «
Southern zone: Ipswich, QEIl, Logan, Redland,

hosen to enable benchmarking between hospitals of similar size and

These facilities were ¢
pitals had previously been identified and

scope across the three zones. This peer group of hos
used by the Measured Quality Programme for benchmarking purposes.

Data sources

Data were sourced from the following: ) 4

Qusénsland Hospitals Admited Patient Data Collection (QHAPDC — routinely
collected hospital in-patient data) '

« Interviews with staff members 7
Other data collection systems at Bundaberg Hospital (for example, ACHS clinical

indicator data, infection rates)

Service Capability Levels ' _
The Queensland Health Service Capabifity Framework (2004) was. used to compare the
stated service levels at Bundaberg Hospital with the recommendations in the framework. The
framework outlines the minimum support services, staffing;, safety standards and other
requirements for public and licensed private health facilities to ensure safe and appropriately
supported clinical services. The Service Capability Framework serves two major purposes!

« To provide a standard set of capability requirements for most acute health facility
services provided in Queensland by public and private health facilities

. To pm\}i_de'a,éonsisfent-.lé‘ﬁguégé.for_he_sa[tﬁ 'giafe',p-;'rt)_\,{iaers and planner;,s to use whan-

describing health services and planning service developments

When applied across an organisation, the same set of underlying staﬂdardé and requirements
for similar services will safeguard patient safety and facilitate clinical risk management across

the state’s health facilities.
ce: Clinical, Ser\;'iges Capability” Framework — public and iicensed private health faciities.

Data source: : /
Version 1.0 - July 2004. Queensiand Health.”

Clinical Audit of Surgical Services, Bundaberg Base Hdspftal 3
March 2005 . .
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Audit report — routinely collected data

Routinely collected data
lth [nformation Centre {HIC) provided

The Client Services Unit (CSU} of the Queenslénd Hea
data for this review. The CSU was asked to provide data for the calendar year 2004, by
doctor and by specified hospital (as described above), including the following:

» Number and percentage of §_urgfca! episodes 7
Number and percentage of episodes where the patient died in hospital
Number and pefcéntage of episodes:where the patient was transferred to another

hospital .
« Number of episodes. -with a T81 ICD-10 code (complication of procedure not

elsewhere classifiad) ‘
« Number of episodes with a Y40-Y50 ICD010 code (drugs/medicaments/biologicals

causing adverse effects in therapeutic use)
Number of episodes with a YB0-Y69 ICD-10 code (misadventures to patients during

surgical/medical care) .
Number of episodes with a Y70-Y82 ICD-10 code (medical devices associated with

misadventures in diagnostic and thérapeutic use
Number of episodes with a Y83-Y84' ICD-10 code (surgical/medical procedures as a

cause of abnormal reaction of a patient without mention of misadventure)
Haemorrhage/haematoma complicating a procedure not elsewhere classified

Shock during or resulting from'a procedure

Accidental puncture and Jaceration during a procedure not elsewhere classified
Disruption of operation wound not glsewhere classified

Wound infection following a procedure™ .

Sepsis following a procedure L

Foreign body left in a Body cavity or operation wound

Acute reaction to foreign substance left during a procedure:

Vascular complications following a procedure not elsewhere classified

Other complication of procedure not elsewhere classified

Unspecified complication of procedure

“Interpretation of these data. - |

. On review ofthe aéfa_ sdpb!iéa by the C
further, in-depth statistical analysis and, if indicated; a review of the clin
cases. The areas are:. § Talvon o

Number of episodes with a T81 ICD-10 code (complication of procedure not

elsewhere classified): . . - S s : '

« Number. of episodes with a Y60-Y69 ICD-10 code (misadventures to patients during
surgical/medical care) ... ' '

« Numbér of episodes witl @ Y83-Y84 [CD-10 code (surgical/medical procedures as a
cause of abnormal reaction.of a patient without mention of misadventure)

. Haemorrhagé/haematoria complicating a procedure not glsewhere classified

« Accidental puncture and laceration during.2 procedure not élsewhere classified

Other complication of procedure not elsewhere classified

Su, thé‘ré&éppéar to be a.number of areas worthy of a
ical récords in these

L]

_ Cifnical Audtt of Surgical Services, Bundaberg Base Ho_épital
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Audit report — staff opinion

Identification of staff opinion

Discussions were held with staff at Bundaberg Hospital and included the district manager,

diractor of medical services and director of nursing: The discussions were designed to provide
a non-threatening situation where participants could discuss their views so ihat these could
be recorded and inform - future practices. Several ~staff ‘members were supported by
representatives of their industrial organisation. Commentis have been ‘themed’ below with the
he National Health Performance Framework.

in medical services, there has béea Review staff recruitmant and selection
lack of continuity, significant unrest | processes.
and staff movements.
There is a high percentage- of | Review staff relention strategies.
overseas trained doctors at Bundaberg ‘
Hospital. ) )
The director of this division is
accessible to GPs and easy fo contact
The divisional director has a good
wark ethic and a heavy workload. .
The divisional director undertakes
most procedures . . .
Appropriate The divisional director carried - out
excellent work friaging in ED following
the tilt train disaster. ) ,
Some procedures and selection of | Implement * the  Service  Capability
patients are outside the scope of Framework.
Bundaberg Mospital. -
There is not always good teamwork | lhstitute team building between and within
between OT and ICU and “elinical | disciplines.
issues are sometimes complicated by'| -
‘personality issues’. . - o] i :
There is a lack of understanding-of the | Develop an orientation programme on this
Australian healthcare system. topic. _
Lack of protocols for the management | Develop and implement polices and
of medical and surgical patients in ICU | procedures... for the . multi-disciplinary
means there is no ‘multi-discipiinary managément of patients in ICU with"a
team management' of patients — this is-| view:to improving patient outcomes and
detrimental to patients arid staff. -work practicés for stafi. ’
No protocols fo manage the transfer of § Develop and- implement  appropriate
patients from ICU to a higher level policies and procedures for pafient
facility. ) ) transfers: - _
Nocumentation in “clinical records is | Develop, implement and monitor a policy
sometimes less than optimal. and” édication’ programme for clinical
documentation: :
Cliriical decision-makirg is sometimes ‘Review leave arrangements lo ensure
left {0 junior doctors. . | ‘appropriate ongoing patient care,
No systems in place for invalveément of Review ~procésses for = multi-speciality
relevant clinical spetialists .in patient. involverment in patient care.
care. : T T S o
Appropriateness of and/or capability to Review all clinical policies and procedures
carry out some treatments. to- ensure they are current and identify
) compliance. :
Contemporary No systems for review of data fo | Develop a process of clinical audit for
support the evaluation of patient care. evaluation of patient care using routinely
: collected data. . :
The divisicnal director is keen to be
involved in activifies such as ACHS
accraditation. ’

Clinical Audit of Surgical Services, Bundaberg Base Hospitg'al' .
March 2005 - . .
AT T .

WIT.0001.0160.00043 ji '



Audit report — staff opinion

Identification of staff opinion (continued)

Capable B

hare Is a mix of skills in the dinical

workforce.

Raview processes io ensure gquitable
sccess fo professional development and
training programmes.

The credentialing and  clinical
privileges process has not yet been
fully implemented.- ]

Complete this process for all medical staff.

Hospital doctors and doctors working
in. the private sector do not always
work well together. .

_and private healthcare sectors.

Facilitate the deve!bpment of good
working -relationships betweer the public

Teams do not always work welt
together.

_disciplines.

Institute team building between and within

No clear protocols faor handover of
patients fo appropriate staff when
surgeons go on annual/other leave:

Develop and implement appropriate
protocols to ensure! ongoing patient care
when clinical staff are on leave.

The divisional director is committad fo
teaching. :

Discusesions between staff members

‘regarding pafient care do not always

take place in a relevant setting.

Ensure all staff are aware of their

obfigations  in regard o  patient
confidentiality. :

There are no protocols for mult-
disciplinary team meetfings and ward

rounds to plan, implement and review-

patient care. o

Davelop and implement a system for
milti-discipfinary ~ ward ~ rounds and
mesiings fo ensure the continuum. of care.

Respansive

Staf do not always comply with
policies and procedures for patient
confidentiality. - .

Ensure all staff are aware of their

- cortfidentiality

obligations in  regard to patient

Patient  satisfaction ratés. have |.

increased.

: Effgctive

Throughput of elective surgery cases
is good, but there are some unplanned
re-admissions.” Ce s

-review this indicator:

Implement an audit process to monitor,
assess;: iake. appropriate action and

Efficient

Lengths of stay for somé proce_dures-'

have Increased.

 dssess; take;.appropriate action and

Empiement-'anuaudii' process to monitor, -

review this indicator.

| The divisional director has - created |
efficiencies on OT by changing some. | -

putmoded work practices.

Safe

Complication rates have increased.

implement. an’ audit process to monitor,
assess, . ‘take . appropriate ~action and |
roview this indicator. :

Staff do not . always comply with
infaction  control  policies | . and
proceduras, including wearing of OT
attire outside OT, hand washing
between patienis and appropriate use
of instruments. ‘

“and. implement infection controf policies
‘and ~ procedures and  ensure staff

Review, update according fo best practice |

compliance.
Continue to menitor infection rates.

Sustainable

Interactions between some staff
members could be improved.

institute team building between and within
disciplines. .. A

During significant organisational change,
ensure - Queensland Health's change
management glidelines are used.

Somefimes staff nsed more support
frem senior management. )

Implement appropriate processes for staff
fo access senior management.

Hospital doctors and doctors working
in the private sector do rot always

work weli tegether.

Facilitate ~ the development of good
warking relationships between the public
and private healthcare sectors.

Clinical Audiit of Surgical Services, Bundaberg Base Hospital -
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Audit rep&rt-— staff opinion

Discussion of staff feédback

-In generai', staff have enjoyed their work ét Bundaberg Hospital and only relafively recently
have issues arisen which have caused concern. Staff clearly demonstrated their keenness to

provide health services of a-high standard.

However, as well as raising concerns, some staif made complimentary comments about the
divisional director's commitment to teaching and mentoring of junior medical staff.

In addition, there-has been a significant improvement in efficiency, especially in the operaiing
theatre, and in meétihg elective surgery targets with significant reductions in waiting times for

surgery.

Opportunities for improvement identified from staff discussions

While it is recogniséd that many“regional"-distﬁét health services (including Bundaberg

Hospital) are faced with problems of lack of continuity, significant unrest and staff movemenis
Is have a high perceritage of overseas frained

in medical services and that many hospita
doctors, this may be an opportune timg o review recruitment, salection and retention policies
and strategies in an effort to identify innovative solutions.

. For staff in regional areas, aci:_ess to professional development opportunities can be fimited,
and it may be useful therefore, to explore aiternative sirategies for the provision of ongoing
training and development for all staff, including relevant topics for orientation and in-service

education programmes. - :
In order fo ensure optimal outcomes for pa_ti_ents and enhanced work experiences for staff,
ongoing attempts to improve and maintain good communication between professional groups
in the public and private sectors are essential. -
Haspital policies and brqéedures; particularly for transfer of patients, management of surgical
~ patients, multi-disciplinary involvement in- patient care, case-conferencing, management of
patients in- ICU,x clinical™ documentation; leave arrangements, patient confidentiality and
infection control should be _revigaw*ed to ensure they are consistent with current best practice.

Multi—diséipiinary involvement in P 'proéé’éé;of clinical audit heeds to be developed and
encouraged to maintain high quality sérvices:™ e

The process-for creqern.tiafling of medicai staff to ensure appropriate granting of clinical
privileges, should be progressed. '

THe Queensland Health ‘Service Capability Framework should be implemented to ensure all
senvice levels are consgistent with the framework.

Clinical Audit of Surgical Services, Bundaherg Base Hc:sp.ita] ‘ 7
March 2005 _
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Audit report — data from other {local) collection sQUrces

1. Re-admission rates within 28 days of discharge.

A review of data for this indicator shows tha following:

January-June 2003 SurgeryNascuiar/Urology/Endoscogg 2.4%
Ju!y—December 2003 Surgery/Vascular/U rology/Endcscopy 2.5%
January-June 2004 SurgeryNascular!Urologg/Endoscogy_r 3.0%
July-December 2004 SurueryNascularlUrologgl Endoscopy 2.5%

a bile

2. Surgery indicator — patients who have a laparoscopic cholecystectomy with

duct injury requiring operative intervention.

A review of data for this indicator <hows the following:

B

'January-;]'une 2004 Genaral Surgery
General Surgery

July-December 2004

3. Wound dehiscence indicator
A review of data for this indicztor shows the following:

iy 2002-June 2003 |
2003-June2004 | 142 | 4
July-December 2004 | . 86 '

Jut

4. Patient opinion
g Hdspita] by the compaﬁy?"Presé

SVLA;rveys of patient opinion were.conducted at Bundaber
Ganey' in 2001 (pilot survey), 2003 and 2004.

In 2003, the results indicated that patients had rated the surgical services as 'significantly.
higher’ than the mean Bundaberg Hospital score for ‘doctor care’. Most aspects of - surgical
‘doctor care’ were rated higher than the mean for all facilities participating in the survey, public
hospitals participating inl the survey and hospitals surveyed in the 101-1 50 bed range.

patients rated ‘doctor care’ for surgical services as higher

In 2004, the results indicated that
h the difference was not statistically significant.

than the Bundaberg mean, althoug
found- bétween the results for .‘doctcﬁa‘ care'”

between the 2003 and 2004 surveys. The Bundaberg Hospital scores were not significantly
different srom the mean scores of other hospitals participating in tha survey. Thers was;
however, a general decline in the score when compared to 2003.

N.o_ statistically significant differences were

8
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Audit report - Service Capability Framework

Service Capability Framework

As stated previously, the Queensland Health Service Capability Framework (2004) outlines
safety standards and other requirements for public

the minimum support services, staffing,
ed clinical

and- licensed private health facilties to ensure safe and appropriately suppori

services.
The capability levels applied fo services at Bundaberg Hospital relevant to this audit are as

follows:

Anaesthstic services u
Colorectal surgery
Diagnosti¢ Imaging
Endoscopy services
Gastroenterology
‘Gastrointestinal surgery

¥ Fr

Intensive Care Units
Internal medicine
Nuclear madicine
interventional radiology
Operating Suite services
Pathology

Phafmacy

Urology -

Vascular surgery

The seryfce definition for a surgical service level 3 is as follows: ‘surgical service level 3
provides a combination of intermediate surgery with high anaesthetic risk and complex

surgery with medium or high anaesthetic risk’. (Service Capability Framework, Section

C3, page 106).
Fora Level 3 general surgical service, the support services should be at the following levels:

2
—_Criﬁc:al care ICU1 2
Diagnostic imaging 2 2
' Emergency - -
Endoscopy 2 2
Interventional radiology 2 2
Medical_ 2 3
‘Nuclear medicine’ 1 1
Operating suité 3 3
Pathology 1 2
Pharmacy 3 Z

‘Clinical Audit of Surgicai Services, Bundaberg Base Hospital”
March 2005
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Audit repott - summary

Summary

During this audit, a number of issues and concerns were raised with the reviewers. [n

addition, positive comments were made about the general surgical service, including the
commitment of the director of surgery to his teaching responsibilities, throughput of elective
surgical casas and the increased level of efficiency in the operating theatres.

The concams raised by staff can be categorised into two main groups — these are:

eing undertaken which are outside the scope of

Bundaberg Hospital. Comments made in regard to this included: there is sometimes
a tendency to treat patients at Bundaberg when they should be {ransferred to a higher
jevel facility with appropriate resources: & preparedness to demonstrate
accountability (i.e. hand over patient care when indicated) is not always evident. there
is a.demonstrated lack of understanding of the capability of Queensland regional
health services: infection rates and wound. dehiscence rates have increased:
unplanned retumns to operating theatre have increased: the care of two patients in
parficular have highlighted the concems of staff and caused them to voice their

distress. . _
2. Lack of good working relationships petween all staff in the general surgical
service. Comments made in regard to this included: the. director of surgery has high
standards and this has fed 1o some degree of conflict with. staff: there has been some
‘cultural’ conflict: there are not always good working relationships between hospital
doctors and doctors in the private sector: the increase in work levels may be causing
concern to _some staff members: the director has a confronting personality which

catises conflict with some staif members.

1. General surgical procedures b

Discussion

The two issues that appear fo have beén of significant concem to staff in the general surgical
service and intensive care unit, have been the performing of complex procedures without the
appropriate level of support services and the poor working' relationships between some staff
members: In addition; concerns were also raised about increasing unplanned readmission,
complication and wound dehiscence rates. o o :

complex procedures, the surgeon involved has
hich are within the scope of the surgical service
r patients more readily

With regard to the conduct of inappropriate
agreed to undertake only those procedures wi
and relevant support services. The surgeon has also agreed fo transfe
to_higher level facilities. oo RS T :
As can be seen from the data presented earlier in this report (page 8); the rate of unpianned
readmissions for the .two 6-month periods in-2004. (January-June and July-December) were
3.0% and 2.5% respectively, the rate of laparoscopic cholecystectomy. complications for the
same B-month periods were 5.36 and 8.06 respectively. The rate of wound dehiscence had
redutad in the July-December 2004 period to a nil rate compared (o July 2003-June 2004 rate
of 2.82. - C ' : o

d during the on-site visit; the issues raised about poor
d between this unit and support
t number

Following the discussions with staff h_ei
working relationships, both in the general surgical unitan
senvices (e.g. ICU and infection control), still appear to be of concern to a significan

of staff members.
As has been stated"above, although some staff members had reporté'd examples of poor
teamwork in the general surgical unit, other staff were keen to- highlight positive aspects of
general surgical service delivery, for example, a significant commitment fo teaching. of junior
madical staff and efficiencies achieved in operating theatre processes.

" Clinical Audit of Sﬁrgical Services, Bundabsrg Base Hospital 10
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Audit report - recommendations

Recommendations
- Recommendations are provided, having been separated info ‘'strategic’ and ‘operational’

areas.

Strategic

1. Complete the implementation, and ensure the ongoing process of credentialling and
granting of clinical privileges to medicai staff which delineates the scope of practice.
Review staff recruitmant, selection and ratention strategies in an effort to attract and

retain clinical staff and improve continuity of service:

Review the Queensland Health Service Capability Framework to ensure appropriate
levels are applied to each service. '

4. Ensure all staff are supplied with (or are able to access through QHEPS) thz
Queensland Health Code of Conduct, and that all staff are aware of their obligations
and responsibilities in regard t6 the Code, for example, confidentiality of patient

information.

Institute team building within and between disciplines.

8. Encourage all clinical units/divisions fo be involved in an ongoing process of mulii-
disciplinary clinical audit, which is used to evaluate and improve patient care. This
process  should embrace performance indicators relevant to the clinical service, for
example the ACHS cfinical indicators, inciuding unplanned re-admissions, unplanned
returns to operating theatre, average lengths of stay, complication and infection rates.

When significant organisational changes are planned, ensure Queenstand Health's

2.

o,

7.
: change management guidslines are used.

8. Include education/finformation on the Queensland healthcare system in the hospital
orientation programme to ensure all staff’ understand how the public and private
sectors operate and the linkages between the two sysfems.

9. Facilitate improved working relationships between clinicians in the public and private
sectors. ' .

10. Review processes, fo enabie equitable access to ongoing professional development

“and training programmes.

A1. 'Implement appropriate proces
- 12. Ensure the development and implementation of a policy (which is- based on best

evidence) and education programme for clinical documentation.

ses fo enable staff to access senior management.

Opetational o
1. Review all cfinical policies and p
and implement a process fo make certain that staff know about a

policies and procedures. : -
2. Dévelop and’ in’iblement policies and procedures, which are based on best practice
for the following:- ' T
. Mu!ti—discip]ihary mén‘agémenf of patients in ICU
«  Transfer of patients toa higher level facility
Clinicians’ leave arrangements fo ensure appropriate ongoing patl
Mutti-specialty and multi-disciplinary invelvement in patient care
Multi-disciplinary ward rounds, case conferences ‘and meefings to ensure
continuity of appropriate care for all patients

« Infection conirol .
Patient cqnﬁdentialit_y, using the Queensland Health Code of C_onduct as a

rocedu_réé to ensure they are based on best evidence
nd comply with all

ient care

guide
Clinical Audit of Surgical Services, Bundaberg Base Hospital . 11
March 2005 ‘
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Infroduction

Introduction

Bundaberg is a progressive modermn city with a population of 44 870, where residents are
catered for with excellent shopping, medical services, education facilities and a diversity of
recreational pursuits and experiences including the coral isles, coast and country. The city of
Bundaberg is located 386kms north of Brisbane and 321km south of Rockhampton on the
Central Queensland coast. :

The Bundaberg Health Service District comprises a 136-bed hospital in Bundaberg, an 18-
bed hospital in Gin Gin, an 18-bed hospital in Childers and a Health Centre in Mt Perry. The
district extends from Miriam Vale in the riorth (including Town of 1770 and Agnes Waters), io

Woodgate in the south, and services a population of 84,049.

Bundaberg Hospital is a modern 136-bed hospital and is the district's major referral centre,
providing a broad range of secondary level services, including: '

Hospital services including: emergency medicine, general medicine, renal dialysis, general,
orthopaedic and vascular surgery, obstetrics, gynaecology, intensive care, coronaiy care,
paediatrics and psychiatry. Surgical procedures are undertaken by visiting. specialists and
staff surgeons with the support of a staif anaesthefist. A staff physician is supported by a

range of visiting specialists.
Diagnostr'c and laboratory services at a secondary level are provided.

Allied Health services include: physictherapy, occupational therapy, dietetics, speeéh therapy,
osychology, social work, pharmacy, medical imaging and pathology. :

Background data source: Queensland Government. February 2005, ‘District and Hospital
profiles’ in the Queensifand Health Electronic Publishing System (QHEPS) [Online]: Available

at: htto:#gheps.health.qld.qov.at/’

Background _
This clinical audit of
February 2005 by the Chief Health Officer, Dr Gerry FitzGerald and Mrs Susan Jenkins,
fAanager of the Clinical Quality Unit in the Office of the Chief Health Officer, both’ of whom are
appointed by the Director-Gengral ‘as Investigators pursuant to Part 6 of the Health Services
Act, 1897, enabling access {o relevant clinical data.

Definition of clinical audit

Clinical audit is a systematic review and critical analysis of recognised measures of the quality
of clinical care, which enables benchmarking and identifies areas for improvement, Clinical
audits are desigried to complement accreditation surveys énd focus ‘on thia outcofies of care
rather than structures and processes. '

Purpose of the clinical audit
This clinical audit was undertaken to measure the quality and safety of general surgical

services at Bundaberg Base Hospital and identify areas for improvement. The Chief Health
Officer had been approached by the District Manager (Bundaberg Healtfi Service District) to
conduct a cfinical audit of general surgicat services at Bundaberg Hospital. The catalyst for
this request was a levet of concern raised by a number of staff at the hospital in regard to
some patfient outcomes. [n-addition; some staff members expressed a level of distress about

a number of staff interactions.

Clinical Audit of Surgical Services, Bundaberg Base Hospital
March 2005
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Introduction

Scope of the clinical audit

The Chief Health Officer and Manager of the Clinical Quality Unit conducted an on-site visit at
Bundaberg Base Hospital on February 14" and 15™ 2005, to collect data and interview staff.

(n addition, data from the following facilities across Queensland were reviewed:

Northarn zone: Mt Isa, Mackay
Rockhampton, -~ Gladstone, Hervey Bay, Maryborough, Redcliffe,

Caboolture,
Southem zone: Ipswich, QEIl, Logar, Redland,

These facilities were chosen to enable benchmarking betwaen hospitals of similar size and
scope across the three zones. This peer group of hospitals had previously been identified and

used by the Measured Quality Programme for benchmarking purposes.

Central zona:

Data sources

Data were sourced from the following: _
Queensland Hospitals Admitted Patient Data Collection {(QHAPDC - routinely

collected hospital in-patient data)

+ Interviews with staff members :
Other data collection systerns at Bundaberg Hospital (for example, ACHS clinical

indicator data, infection rates)

Service Capability Levels

The Queensland Health. Service Capability Framework (2004) was used-to compare the
stated service levels at Bundaberg Hospital with the recommendations in the framework. The
framework outlines the minimum support services, staifing. safety ‘standards. and other
requirements for public and licensed private health facilities to ensure safe and appropriately
supported clinical services. The Service Capability Framework serves two major purposes:

« To provide a standard set of capability requirements for most acuie health facility
services provided in Queensléand by public and private health facilities - -

C e To prq_vide:-a_ consistéht language for health ,_c!:a're'p:roi}i"d_ef‘s‘ and planners t6 use when
describing health services and planning service developments . .

When applied across an organisation, the same set of underlying standards and requirements

for similar services will safeguard patient safety and facilitate clinical risk management across

the state’s health facilities. ' : _

Data source: Clinical Services Capability Framework — public and licensed private health” facilities.

Version 1.0 - July 2004. Queensiand Health. T

Cﬁinicai Audit of Surgical Services, Bundaberg Base H'oépétal'
March 2005 :
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Audit repeort - routinely collected data

Routinely collected data

The Client Services Unit (CSU) of the Queensiand Health Information Centre (HIC) provided
data for this review. The CSU was asked. to provide data for the calendar year 2004, by
doctor and by specified hospital (as described above), including the following:

.....‘00.....

Number and percentage of surg:cal episodes
Number and percentage of episodes where the patient died in hospital
Number and percentage of episodes where the patient was transferred to another

hospital
Number of eprsodes wr'fh a 181 ICD- 10 code (complication of procedure not

elsewhere classified)
Number of episodes with a Y40-Y50 ICD010 code (drugs/medicaments/biologicals

causing adverse effects in therapeutic use)
Number of episodes with a Y60-Y&9 ICD- ‘ED code {misadventures to patients during

surgical/medical care)
Number of episodes with a Y70-¥82 ICD-10 code (medical devices associated with

misadventures in diagnostic and therap_eutrc usa
Number of episodes with a Y83-Y84 CD-10 code (surgical/medical procedures as a

cause of abnormal reaction of a ‘patient without mention of misadventure)
Haemorrhage/haematoma complicating a procedure not eisewhere classified

Shock during or resulting from'a procedure

" Accidental puncture and laceration during a procedure not elsewhere classified

Disruption of operation wound not elsewhere classified

Wound infection followmg a procedure

Sepsis following a procedure

Foreign body left in a body cavity. or operation wound

Acute reaction to forelgn substance left during a procedure

Vascular complications foIiowmg a-procedure not elsewhere classiiied
Other complication of procedure not elsewhere classified

Unspecified complication of procedure -

: Interpretatron of these data

On revrew of the data supphed by the CSU there appear to be a number of areas worthy of a
further, in-depth statistical anafysrs and if mdlcated a review. of the clinical records in these

'-cases The areas are:

- Number of eprsodes with a T871 ICD 10 code (comphcat:on of procedure not

elsewhere classified)
Number of eplsodes wrth a Y60-Y89 ICD-10 cods (mrsadventures to patients during

surgrcaf/medlcal care)
Number of eplsodes with a Y83-Y84 ICD-10 code (surgical/medical procedures as a

cause of abnormal reectron of a patient without mentron of misadventure)
Haemorrhage/haematoma complicating a procedure not elsewhare classified
Accidental puncture and laceration during g procedure not elsewhere classified
Other complication of procedure not elsewhere classified

(At Appendrx 1 is a table summerfsmg fhe key fmdmgs of 1CD-10 codes T81 (all), T81. 0,
T81.2, T81.3, T81.41, Y60-69 and Y83-84, and a comparison of Bundaberg Hospital data with

. data from Queensfand peer group hospitals’)

Clinical Audit of Surgical Sarvices, Bundaberg Base Hospital
March 2005

IlIIlIlIllIlIlIlIlIIlI

WIT.0001.0160. 00_[_157



Audit report — staff opinion

Identification of staff opinion
Discussions were held with staff at Bundaberg Hospital and included the district manager,

ssions were designed to provide

direcior of medical services and director of nufsing. The discl
their views so that these could

a non-threatening sifuation where ‘participarits could
be recorded and inform future practices.- Sevéra
representatives of thair industrial organisation. Comments have been
nine quality dimensions of the National Health Performance Framework.

T
=

discuss
| staff members were supporied by

themead’ below with the

Review siaff recruitment and saleclion

support the evaluation of patient care.

collected data.

The divisional director is keen tc be
involved in activities such as ACHS

acoreditation.

Clinical Audk of Surgical Services, Bundaberg Base Hospital
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Accessible in medical ervices, there has been a
lack of confinuity, significant unrest |- processes.
and staff movemsanis. .
 There s a high percentage of | Review staff retention strategies.
overseas trained doctors at Bundabery
Hospital. ) o
The director of this division is
accessible to GPs and easy to.contact
The divisional director has a good
work ethic and a heavy workload. -
The divisional - director underakes
most procedures Lo
Appropriate The divisional director carried -out |-
excellent work triaging in ED following
the tilt train disaster. B
Some procedures and selection of | Implement  the Sarvice  Capability
patients are outside the scope of | Framework. ’
Bundaberg Hospital.
There is not always good teamwork | Institute team building between and within
between OT and ICU and clinical | disciplines. :
issues are sometimes complicated by
‘personality issues’. o
There is a lack of understanding of the | Develop an orientation programme on this
Australian healthcare system. topic.
t ack of protocols for the management Develop and implement policies and '
of medical and surgical patients in ICU | procedures for -the muiti-disciplinary
means there is no ‘multi-disciplinary management of patients in ICU . with a
team management’ of patients - this is view’ 16 -improving patient outcomes and
detrimental to patients and staff. work practices for staft. :
No protocols 1o manage the transfer of | Develop ‘and’ implemant appropriate
patients from [CU to a higher jevel | policies and procedures for patient
facility. | transfers: '
Documentation in clinical records is Develop, imiplement and monitor a policy
sometimes less than optimal.” and * education . programme for clinical
T o o documentation. '
“Clinical decision-making is sometimes Review leave amrangements to ensure
- Jeft to junior doctors. -+ | ‘appropriate ongoing patient care.
No systems in place for involvement of Review ~ processes for multi-speciality
relevant clinicaf” specialists in patient involvement in patient care.
care. . ' - _
Appropriateness of and/or capability to | Review all clinical policies and procedures |
carry out some treatments. to "ensure. they are current and identify |.
: - : . compliafice. o
Contemporary No systems for review of data to Develop-a process of ciinical audit for
i "evaluation of patient care using routinely

,1 :
i

i
-
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Audit report — staff opinion

Identification of staff opinion (continued}

Thers is a.mix of skills in the dinical
workforce.

0

Review processes to ensure aquitable
access to professional development and
training programmes.

The credentialing and . clinical
privileges process has not yet been
fully implemented.

Complete this process for al medical staff.

Hospital doctors and doctors working
in the private sector do not always
work well together.

Facilitate the development of good
working relationships between the public
and private healthcare seciors.

Teams do not always work well
together.

Institute team building between and within
disciplines.

No clear protocols for handover of
patients to appropriate staff when
surgeons go on annual/other leave.

Develop and implement appropriate
protocols to ensure ongoing patient care
when clinical staff are on lsave.

The divisional director is committed to

| teaching.

Discussions between staff members
regarding patient care do not always
take place in a relevant setting.

Ensure all staff are aware of their
obligaions in regard o  patient

confidentiality.

There are no profocols for multi-
disciplinary team meeétings and ward
rounds to plan, implement and review
patient care. :

Develop and implement a system for
mulfi-disciplinary ~ ward  rounds and
meetings to ensure the continuum of care.

Responsive

Staff do not a!wayé comply with

Ensure zll staff are aware of their

members could be improved.

policies and procedures for patient | obligations  in regard to  patient
confidentiality. ‘ confidentiality

Patient” safisfaction rates. have | -

increased. . .

Effective Throughput of elective surgery cases Implement an audit process fo rnonitor,

is good, but there are some unplanned | assess, take appropriate acfion and

re-admissions,, - - ] review this indicator; - .

Efficient Lengths of stay for some procedures implement. an:-audit’ process fo° meonitor,

' have Increased. assess, take appropriate action and
. review this indicator.
“The divisional director has. created |
efficiencies on OT by changing some
outmoded work practices. .

Safe Complication rates have increased.- | implement. an audit process to menitor,
assess, lake -appropriate action and
review this indicator. _

Staff do not aiways cor_np[y'. with -Review, update according to best practice
infeciion control  policies . and. ~and. implement’ infection control poticies
procedures, including wearing of OT and procedures = and  ensure staff
attire’ outside OT, hand washing ; compliance.

between patients and appropriate use | Continue to monitor infection rates.

of instruments. -

Sustainable interactions belween some  staff | Institute team building between and within
disciplines.

Dur_in’g sign'iﬁc:ant_ organisational Change,
ensure Queensland Health's change
management guidelines are used.

Sometimes staff'need more support
from senior management.

Impiement appropriaté processes for staff

| to access senfor management.

Hospital doctors and doctors working
in the private sector do not always
work well together.

Facilitate  the development of good
working relationships between the public
and private healthcare sectors.

Clinical Audit of Surgical Services, Bund'aberg Base Hospital
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Audit report ~ staff opinion

Discussion of staff feedback

k at Bundaberg Hospital and only relatively recently

In general, staff have enjoyed their wor
d their keenness {o

. have issues arisen which have caused concem. Staff clearly demonstrate
orovide health services of a high standard.

Hawever, as well as raising concerns, some staff made complimentary comments about the
divisional director’s commitment to teaching and mentoring of junior medical staft.

In addition, there has been a significant improvermnent in efficiency, especially in the operating
theatre, and in meeting elective surgery targets with significant reductions in waiting fimas for

surgery.

Opportunities for improvement identified from staff discussions
While it is recognised that many regional distiict heafth éewices- (including Bundaberg

Hospital) are faced with problems of fack of continuity, significant unrest and staff movements
Is-have a high percentage of overseas frained

in madical services and that many hospita
doctors, this may be an opportune fime to review recruitment, selection and retention policies

and strategies in an effort to identify innovative solutions.

For staff in regional areas, access to_'professionai develobment opporiunities can be limited,
and it may be useful therefore, to explore alternative strategies for the provision of ongoing
training and development for alt staff, including refevant fopics for orientation and in-service

education programmes.

in order to ensure optimal outcomes for patients and enhanced work experiences ior staff,
ongoing attempts to improve and maintain good communication between professional groups
in the public and private sectors are essential. ‘

- Hospital policies and procedures, particularly for transfer of patients; management of surgical
patients, muiii-disciplinary involvement in patient care, case§c’:onferencing, management of
-patients ‘in- ICU, clinical documentation;- leave -arrangements,- patient confidentiality and
infection control should be reviewed to ehsure they are consistent with current best practice.

Multi—disciplinary involvement in a pr’oceés of clinical audit needs to be develOped and
encouraged to maintain high quality services. T

The process for credentialling of medical staff to ensure appropriate granting of clinical
privileges, should be progressed.’ :

The Queensland Heallfi Service Capability Framework should be implemented to ensure all
- sérvice levels are consistent with the framework.

Clinical Audit of Surgical Services, Bundaberg Base Hospital
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Audit report — data from other {local) collection sources

1. Unplanned re-admissions within 28 days as a percenta
(ACHS Haspital-wide Clinical Indicator ~ 2.1}

Jah{June
2003

July-Dec
20603

ge of total discharges

All surgery

Number Number %
All surgery 2648 50 1.9
SurgeryNascuIar/UroldgylEndoscdpy 1307 32 24

23492 36

&)

A Jan-Juné

[

ki

Surgery/Vascular/Urology/Endoscopy

Tt

All surgery

1092 27

2004

J u]ﬁec
2004

. | Surgeryfvascular/Urology/Endoscopy

“All surgery

N

The latest ACHS results to be published (Determi
Care, 5" Edition, ACHS Cliniical indicator results for

for this indicator are as follows:

Surgery/Vascular/Urology/Endoscopy

ning the Potential to Improve Quality” of
Austratia and New Zealand, 1998-2003)

NSW 2002 779,834 ,
. | 2003 119 18,605 829,599 2.2
Queensland | 2002 50 6,016 404,226 1.7,
o 2003 : 45 8,348 429,914 1.9
SA 2002 28 2,658 179,055 1.5
12003 - 25 3,050 150,315 20
TAS 2002 1,669 120,261° 1.3
. 2003 1,239 131,810 0.94
VIC 2002 90 10,355 576,034 1.8
o 2003 T84 10,402 560,182 1.9
WA 2002 19 1,903 120,747 1.6
2003 28 4,018 286,880 1.4

Clin}cai Audit of Surgical Services, Bundaberg Base Hosgpital
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Audit report ~ data from other {local) collection sources

-2. The rate of patients having bile duct injury requiring operative intervention
{ACHS Surgical Clinical Indicator — 7.1)

January-June 2003 Genaral Surgery 52 0 0.00
July-December 2003 | Ganeral Surgery 53 2 3.77
January-June 2004 General Surgery 56 3 5.36
Jul=y—December 2004 General Surgery 62 5 8.06

otential to Improve Quality of
nd New Zealand, 1998-2003)

The latest ACHS results to be published (Determining the P
Care, 5% Edition, ACHS Clinical Indicator results for Australia a

for this indicator are as follows:

110 '

118" 42 9,527 ' 0.44
143 73 16,294 0.45
167 70 15,676 0.45
176 55 15,898 0.35
165 45 15,436 0.29

4, Patient opinion
Surveys of patient opinion were conducted at Bundaberg Hospital by the company ‘Press

Ganey' in 2001 {pilot survey), 2003 and 2004.

in 2003, the results indicated that patients had rated the surgical services as ‘significantly
higher’. than the mean Bundaberg Hospital score for ‘doctor care’. Most aspects of surgical
‘doctor care’ ware rafed higher than the mean for all facilities participating In the survey, public
hospitals participating in the survey and hospitals surveyed in the 101-150 bed range.

In 2004, the results indicated that patients rated ‘doctor care’ for surgical services as higher
than the Bundaberg mean, although the difference was not statistically significant.

were found between the results for 'doctor care’

he Bundaberg Hospital scores were not significantly
g survey. ihere was,

No statistically significant differences
between the 2003 and 2004 surveys: T
different from the mean scores of other hospitals participating in th

however, a general decline in the score when compared to 2003.

~ Chinical Audit of Surgicat Sarvices, Bundaberg Base Hospital
March 2005
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Audit report - Service Capability Framawork

Service Capability Framework

As stated previously, the Queensland Health Service Capability Framework (2004) outline;
the minimum support services, staffing, safety standards and other requirements for pu_b[ic
and licensed private health faciliies to ensure safe and appropriately supported clinical
services. ‘

The capability levels applied to services at Bundaberg Hospital relevant o this audit are as

follows:

Ahaesthetic services
Colorectal sufgery
Diaghostic Imaging
Endoscopy services
:;Géétrdeatgrology

Intensive Cafe Uniis
 Internal riedicine
*Nuclear mediéine

Interventional radiology

Opérating Suite services
X Pafho[ogy
ﬁPharmacy
- Urology
Vascular surgery

The' service definition for a-surgical service level 3 is as follows: ‘surgical service fevel 3

provides a combination of intermedjate surgery with high anaesthetic risk and complex
urgery. with medium or high anaesthetic risk’. (Service Capability Framework, Section

C3, page 106).

Fof a Level 3 general éuréical serﬁcé, the support _éérﬁices should be at the following levels:

5

Anaesthetics. 3 5
Crifical care - [cu -2
Diagnostic imaging 2 2
Emergency - -
-Endoscopy. 2 2
Interventional radiology 2 2
Madical , 2 3
‘Niiclear medicine 1 1
- Operating suite 3 3
Pathology 1 2
Pharmacy 3. 2

10
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Audit report - summary

Summary

During this audit, a number of issues and concerns were raised with the reviewers. In

addition, positive commenis were made about the general surgical service, including the
commitment of the Director of Surgery to his teaching responsibilities, throughput of elective
surgical cases and the increased level of efficiency in the operating theatres.

The concerns raised by staff can be categorised into two main groups — these are:

g undertaken which are outside the scope of
de in regard to this included: there is somefimes

a tendency to treat patients at Bundaberg when they should be transferred to a higher
level facility with appropriate resources: a preparedness fo demonstrate
accountability {i.e. hand over patient care when indicated) is not always evident: there
is a demonstrated lack of understanding of the capability of Queensland regional
health services: infection rates and wound dehiscence rates have increased:

unplannad retumns to operating theatre-have increased: the care of two patients in
particular have highlighted the concerns. of staff and caused them to voice their
disiress. : ’

2. Lack of good working relationship
service. Comments made in regard to

1. General surgical procedures bein
Bundaberg Hospital. Comments ma

s between all staff in the general surgical
this included: the director of surgery has high
standards and this has led to some degree of conflict with staff: there has been some
‘cultural’ conflict: there are not always good working refationships batween hospiial
doctors and doctors in the private sector: the increase in work levels may be causing
concernt o some staff members: the director has a confronting: personality which

causes conflict with some staff members. -

Discussion

The two issues that appear to have been of sign
service and intensive care unit, have been the
the appropriate level of support services and the
staff members. In addition, concems were also raised about increa
réadmission, complication and, wound dehiscence rates. _

ate’ compléx procedtres, the surgeon involved has
s which are within the scope of the surgical service
patients more readily

ificant concern to staff in the general surgical
performance of complex procedures without
poor working relationships between some

sing unplanned

With régard to the conduct of inappropri
agreed to undertake only those procedure
and relevant support services. The surgeon has also agreed fo transfer
to higher level facilities. ' o '
As can be seen from the data presented earlier in this report (page 8), thie rates of unplanned
readmissions  {general’ strgery/vascular/urologylendoscopy) at Bundaberg Hospital - were
higher in all time periods (2003 and 2004) than for the ‘all surgery’ category. The Quéensland
rate for 2003 was 1.9 (ACHS data - Determining the Potential to Improve Quality of Care; 5 _
Jia and Néw Zealand, 1998-2003). The rates

Edition, ACHS Clinical Indicator results for Australia 2003).
ctomy (page 9) at Bundaberg Hospital in

of hile duct injury during laparoscopic cholecyste

2003 were 0.00 (January-June), 3.77 (July-December) and in 2004, 5.36 (January-June) and
8.06 (July-December). The ACHS rate for 2003 (the most recent data) was 0.29 (Determining
the Potential to Improve Quality of Care, 51 Edition, ACHS Clinical’ Indicator results for

Australia and New Zealand, 1998-2003).
Lssions with staff held ditring the on-site visit, the issties raised about poor

eral strgical unit and between this unit and support

“Following the disc
a significant number

working relationships, both in the gen
servicas (e.g: ICU and infection control), still appear to be of concern to

. of staff members. _ _

As has been stated above; although some staff members had reported examples of poor

~teamwork in-the general surgical unit, other staff were keen fo highlight positive aspects of
gerieral surgical service delivery; for example, a significant commitment to teaching of junior

medical staff and efficiencies achieved in operating theatre processes.

(_}liﬁical Audit of Surgical Services, Bundaberg Base Hespital 11

Merch 2005 ‘

i
WIT.0001.0160.00064

LT —

i



Audit report - recommendations

Recommendations
Recommendations are provided, having been separated info ‘strategic’ and ‘operational

areas.

Strategic
Complete the implementation, and ensure the ongoing process of credentialling and

1.
granting of clinical privileges to medical staff which delineates the scope of practice.

2. Review staff recruitment, selection and retention strategies in an efiort to attract and
retain clinical staff and improve continuity of service. .

3 Review the Queensland Health Service Capability Framawork fo ensure appropriate
levels are applied to each service. '

4. Ensure all staff are supplied with (or are able to access through QHEPS) the

Queenslend Health Code of Conduct, and that ail staff are aware of their obligations
and responsibilities in regard to the Code, for example, confidentiality of patient
information, having respect for people, treating people with dignity.

5. Institute team building within and betwsen disciplines.

Encourage all clinical units/divisions to be involved in an ongoing process of muiti-
discipiinary clinical audit, which is used fo evaluate and improve patient care. This
process should embrace performance indicators relevant to the clinical service, for
é_ﬁ(ample tha ACHS clinical indicators, including unplanned re-admissions, unplanned
returns to operating theatre, average lengths of stay, complication and infection rates.

7. When.significant organisational changes are planned, ensure Queenstand Health's

change management guidelines are used.
Include educationfinformation on the Queensiand heaithcare system in the hospital

B
orientation programme to ensure all staff understand how the public and private
sectors operate and the linkages between the two systems.

9. Facilitate impro{/ed working re[ationshipé between clinicians in the public and private
sectors. '

10. Review processes fo enable equitable access o ongoing professional development

and training programmes.
11. Implement appropriate processes to enable staff to access senior management.

12. Ensure the development and implementaﬁon of a.pdlicy (which is based on best
evidence) and education programme for clinical documentation.

Operational
1. Review all clinical policies and procedures to ensure they are based on best evidence
and implement a process to make certain that staff know about and comply with aft

policies and procedures. _ o
2. Implement the Queensland Health Code of Conduct at departmentiward/unit level.

Develop and implement policies and procedures, which are based on bast practice
for the following: E :
Multi-disciplinary management of patients in ICU

« Transfer of patients to a higher level facility

Clinicians' leave arrangemehts to enstire appropriate ongoing patient care
Multi-specialty and multijdisciplinary involvement in patient care
Multi-disciplinary ward rounds, case conferences and meetings fo ensure
continuity of appropriate care for all patients '

» [nfection control o _

Patient confidentiality, using the Queensland Heaith Cede of Conduct as a

guide

Clinical Audit of Surgical Services, Bundaberg Base Hospital 12
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Introduction

Introduction

Bundaberg is a progressive modern city with a population of 44,670, where residents are
catered for with excellent shopping, medical services, education facilities and a diversity of
recreational pursuits and experiences including the coral isles, coast and country. The city of

Bundaberg is located 386kms north of Brisbane and 32tkm south of Rockhampton on the

Central Queensland coast.
a 136-bed hospital in Bundabarg, an 18-

The Bundaberg Heaith Service Disfrict comprises
Childers and a Health Cenire in Mt Parry. The

bed hospital in Gin Gin, an 18-bed hospital in :
district extands from Miriam Vale in the north (including Town of 1770 and Agnes Waters), to
Woodgate in the south, and services a population of 84,049,

Bundaberg Hospital is @ modem 136-bed hospital and is-the district's major referral centre,
providing a broad range of sacondary level services, including:

Hospital services including: emergancy medicine, general medicing, renal dialysis, genaral,
orthopaedic and vascular surgery, obstetrics, gynaecology, intensive carg, coronary care,
paediatrics and psychiatry. Surgical procedurss are undertaken by visiting specialists and
staff surgeons with the support of a staff anaesthetist. A staff physician is _supported by a

rangé of visiting specialists.
Diagnostic and laboratory services at a secondary level are p'rb_\;idéd_.

erapy, ocCupationaE therapy, dietetics, sbéech therapy,

Allied Health services include: physioth
dical irmaging and pathology.

psychology, social work, pharmacy, me
vemment, February 2005, ‘District and Hospital

Background data source: Queensland-Go :
profiles” in the Queensland Health Electronic Publishing System (QHEPS) [Online]. Available

at: hitn:/gheps.héalth.qld.gov.au/ :

E'Sap?;grougd ' L ,
This clinical audit of'g'enera-l surgical se
February 2005 by the Chief Health Off Gerry FizGerald and Mrs
> Clinica Gliality Unit ir the Office of the Chief Heath Officsr, both of whom are
ant to Part 6 of the Healih Services

rvices at BQﬁdaberg;.Bésé VHoSp,italvm‘/asrundertaken in
fficer, Dr Gerry FitzGerald. and Mrs Susan Jenkins,

anager of th ' 5 ¢
appointed by the Director-Geneéral as Investigators pursua
Act, 1891, enabling access to relevant clinical data. -

Definition of clinical audit - ) .
view and critical analysis of recognised tnéasures of the quality
rking and identifies areas for im provement. Clinical
difation surveys and focus on the ouicomes of care

Clinical audit is @ systematic re
of clinical care, which_enables benchma
atidits are designed fo complement accre
rather than structures and processes.

Purpose of the clinical audit
This clinical audit was undertaken to measure the quality and safety of general surgical
services at Bundaberg Base Hospital and identify areas for improvement. The Chief Heatth
Officer had been approached by the District Manager. (Bundaberg. Health Service District) to
conduct a clinical audit of general surgical services at Bundaberg Hospital. The catalyst for
this request was a level of concern raised by a number of staff at the hospital in regard fo
some patient outcomes. In addition, some staff members expressed a level of distress about

a number of staff interactions.

’ Clinic;él Audit of Sl.irgical Services, Bundabérg Base Hespital
March 2005 :
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Introduction

Scope of the clinical audit

The Chief Health Officer and Manager of the Clinical Quality Unit conducted an on-site visit at
Bundaberg Base Hospital on February 14" and 151 2005, to collect data and interview staff.

|n addition, data from the following facilities across Queenstand were reviewed:

Norihern zons: Mt tsa, Mackay
Rockhampton, Gladsione, Hervey Bay,
Cabodlture,

Southemn zone:  Ipswich, QE, Logan, Redland, B

Central zona: Maryborough, Redcliffe,

etween hospitals of similar size and

These facifiies were chosen to enable benchmarking b _
Is had previously been identified and

scope across the three zones. This peer group of hospita
used by the Measured Quality Programme for benchmarking purposes.

Data sources
Data were sourced from the following: B

Queensland Hospitals Admitied Patient Daia Collaction (QHAPDC — routinely
collected hospital in-patient data)

« Interviews with staff members _ _ _ i
Other data collection systems at Bundaberg Hospital (for example, ACHS clinical

indicator data, infection rates)

Service Capability Levels
4) was, used” to compare the

The Queensland Health-Service Capability Framework (200
dations in the framework. The

stated service levels at Bunidaberg Hospital with the recommen i _
framework outlines ‘the minimum support services, staffing, safefy. standards and other
requirernents for public and licensed private health facilities to ensure safe and appropriately

supported clinical services. The Service Capability Framework serves two major purposes:

To provide a standard set of capability requirerhents for most acute health‘fa'cility

services provided in Queensland by.public and private health facilities :

» To pjr_ovi@e’a (l:é:n'sista’hf lahguage. for héqlth Qa’r'e'pﬁéi{ide}fs and p'lanf_wejjé to use when
~ describing health services and planning service dgv@]opment§ . _ ,

When applied across an organisation, the same set of underlying standards an_d requirements
for similar services will safeguard patient safety and facilitate clinical risk management across

the state's health facilities.
L_)ata source! Clinical Se_n-/fg:es Capability Framework — public and lit;ehsed ,dr'f-i/afe "hué_:?jth facilities.
Version 1.0 - July 2004. Queensiand Health. ' '

Clinical Audit of Surgical Services, Bundaberg Base Hospital' 3
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Audit report - routinely collected data

Routinely coilected data

The Client Services Unit (CSU) of the Queensland'Heallth Information Centre (HIC) provided
vide data for the calendar year 2004, by

data. for this review. The CSU was asked to pro :
doctor and by specified hospital (as described above), including the foliowing:

« Number and percentage of surgical episodas
« Number and percentage of episodes where the
Number and percentage of episodes where the
hospital
« Number of episodes with a T81 ICD-10 code (complication of procedure not
: elsewhere classified)
« Number of episcdes with a Y40
causing adverse effects in therapeutic’use)
« Number of episodes with a Y60-Y68 ICD-1
surgicalimedical carg)
» Number of episodes with a Y70-Y82 ICD-10 code (medical devices associated with

misadventures in diagnostic and therapeutic use
« Number of episodes with a Y83-Y84 ICD-10 code (surgical/medical procedures as a

cause of abnormal reaction of a patient without mention of misadventure)
Haemorrhage/haematoma complicating a procedure not efsewhere classified

Shock during or resulting from a procedure

Accidental puncture and laceration during a procedure not elsewhere classified
Disruption of operation wound not elsewhere claséified

Wound infection following a procedure
Sepsis following a proceduré .
Foreign body left in a body cavity or operation wound

Acute reaction to foreign substance left during a procedure

Vascular complications following a procedure not elsewhere classified
Other complication of procedure not elsewhere classified :

Unspecified complication of procedure

patient died in hospital
. patient was fransferred to ancther

-Y50 ICDO10 cods (drugs/medicamentslbiologica[s

0 code (misadventures fo patients during -

4 & & » 8 & 3

fhterpretation of these data” "~ - .

. On review of the data supplied by the CSU, there appear {0 be a number of areas worthy of a
further, in-depth statistical analysis and, if indicated, a review of the clinical records in these

‘cases. The areas are: o o ; .

Number of episodes with a T81 ICD-10 code (complication of procedure not

elsewhere classified) ~ " A o )

"« Number of episode$ with a YB0-Y68 ICD-10 code (misadventires to patients during

. surgical/medical care) I

«  Number of episodes with a Y83-Y84.

cause of abnormal reattion of a patien

Haemorrhage/haematoma complicating a p

Accidental punctiire and laceration during-a proc

Other complication of procedure not elsewherz ¢l

ICD-~10 code (surgical/medical pracedures as a
twithout mention of misadventurs)

rocedure not elsewhere classified
procedure not elsewhere classified
lassified

CD-10 codes T81 (all), T81.0,
f Bundaberg Hospifal data with

(At Appendix 175 a table. summarising the key findings of |
781.2, 781.3, T81.41, Y60-69 and Y83-64, and a comparison o
“data from Queensfand peer group haspitals.) :

Clinical Audit deurgical Services, Bundaberg Base'Hospi'taE - 4
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Audit report — staff opinion

Identification of staff opinion

Discussions were held with staff at Bundaberg Hospital and included the district manager,
director of medical services and director of nursing. The discussions were designed to provide
a non-threatening situation where participants could discuss their views so that these could

be recorded and inform future practices. Several staff members were supported by
have been ‘themed' below with the

representatives of their industrial organisation. Comments
e National Health Performance Framework.

nine quality dimensions of th

Gl S Eeomarents St piovehe
Accessible In medical services, there has besn a Review staff recruitment and selection
jack of confinuity, significant unrest | processes.
and staff movernents.
There is a high percentage of Review staff retention strategies.
overseas trained doctors at Bundaberg
Hospital
The director of this division Is
| accessible to GPs and easy to contact
The divisional director has a good
| work ethic and a heavy workload,
The divisional director undertakes
most procedures _ _
Appropriate The divisional director carrfad  out
excellent work triaging in ED following
the tilt train disaster. -
Some procedures and selection of | jmplement = the  Service Capability
patients are outside the scope of | Framework.
Rundaberg Hospital. )
There is not always good tearmwork lnStitu{e team building between and within
between OT and I1CU~ and clinical | disciplines. ’ .
issues dre sometimes complicated by .
‘personality issugs™ ~ - - - . - :
There is a lack of understanding of the | Develop an orientation programme On this
Australian heafthcare system. topic.
Lack of protocols for the management Develop and implement policies and
of medical and surgical pafients in ICU | procedures for the. mutfi-disciplinary
means thers is no ‘multi-disciplinary management of patients in ICU with &
team management’ of patients — this is | view to “improving patient outcomes and
detrimental to.patients and staff. » work practices for staft:
No protocols to manage the fransfer of Develop and implement appropriate
patients from ICU to a higher level | policies ~and  procedures for patient
facility. ' ] * | transfers. ) )
Documentation in_clinical records is | Develop, implement and monitor a policy
sometimes léss than optimal. - *and ' education programme for ciinical
. documentation..
Clinical decision-making is sometimes | Review leave arrangemenis fo ensure
left to junior doctors: - appropriate ongoing patient care.
No systems in place for involvement of Review processes for multi-speciaiily
relevant clinical specialists’ in’ patient ifvolvement in patient care.
care. P LT
Appropriateness of and/or capability to Review all clinical poticies and procedures
carry out some treatments: + - ' to ‘éns_urré they are current and identify
s S .| compliarice.”’
Contemporary No systems for review of ~data to | Davelop™a process of clinical audit for
‘ support the evaluation of patient care. | evaluation of patient care using routinely
. . coilected data.
“The divisional director is keen fo be |
involved: in activities such as ACHS
accreditation. )

_ Clinical Audit of Surgical Services, Bundaberg Base Hospital
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Audit report — staff opinion

Identification of staff opinion (continued)

Capable

There is a mix of skills i
workforce.

Raview processes fo ensure eqiitable

n the clinical
| access to professional development and

fraining programmes.

The credentialing and  clinical
privileges process has not yet been
fully implemented. .

Complete this process for all meadical stafi.

Hospital doctors and doclors working
in the private sector do not always
work well together.

Facilitate the development of good
waorking relationships betwsaen the public
and private healthcare sectors.

Teams do not always work well
together.

Institute team building between and within
disciplines.

No clear protocols for handover of
patients to appropriate staff when
surgeens go on annualiother leave.

whan clinical staff are on leave.

Deveiop and implement appropriate
protocols o ensure ongoing patient care

Vbt

The divisional director is committed to
teaching. .

Discussions between staff members
regarding patient care do not always
take place in a relevant setting.

staff are aware of their

Ensure all
patiant

obligations _ in regard  fo
confidentiality. '

There are no protocols for multi-
disciplinary team meetinigs and ward

rounds to plan, implement and review:

patient care. -

Develop and implement a sysiem for
multi-disciplinary ward  rounds  and
neefings to ensure the continuum of care.

Responsive

ERUSEEE

Staff do not always comply with
policies and procedures for patient
confidentiality. s

Ensure all staff are aware of their
obligations in regard o patient
confidentiality

Patient: safisfaction rates have |

increased.

; .E ffective

Throughput of elective surgery cases
is good, but there are some unplanned.
re-admissions. B

-assess,  take .appropriate action and

Implement an audit process fo monitor,

review this indicator.

Efficient

Lengths of stay-for some prbcedur’és 3

have Increased.

Implement an’ atdit process fo monitor,

review this_ indicator.

assess, take appropriate action and

The divisional. director. has . created
efficiencies on OT by changing some
outmoded work practices.

Safe

Complication rates have increased.

implement- an audit .process to monitor,
assess;. take appropriate action  and
review this indicator.

Staff do not. always comply with
infection  controf  policies. and |.

procedures, including wearing of OT
attire ouiside OT, hand washing
batween patients and appropriate use
of instruments. )

Revjew, update according to best practice
and, implement infection control policies
‘snd. procedires and erisure  staff
compliance. ’
Continue to monitor infection rates.

. Systainable

Interactions between some staff
members could be improved.

_disciplines. 7
- During significant organisational change,

Institute team building betwean and within

ensure. Queensland Health's change
management guidelings are used.

Sometimes staff need more support
from senior management.

‘Implement appropriate processes for staff
 to access senior management.

Hospital doctors and doctors’ working
in the private sector do- nat always
work well together.

Facilitate the development of good
working relationships befiveen the public
and private healthcare sectors.

Clinical Audit of Surgical Services, Bundaberg Base Hospital - -
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Audit report — staff opinion

Discussion of staff feedback

daberg Hospital and only relatively recently

In general, staff haﬁe enjoyed iheiri work at Bun
tad their keenness to

have issues arisen which have caused concern. Staif clearly demonstra
provide heaith services of a high standard.

However, as well as raising concerns, some staff made complimentary comments about the

divisional director's commitment to teaching and mentoring of junior medical staff.

efficiency, especially in the operating

In addition, there has been a significant Empi'ovement in
cant reductions in watting times for

theatre, and in masting elective surgery targets with signifi
surgery.

Opportunities for improvement identified from staff discussions

h services (including Bundaberg
ficant.unrest and staff movements
percentage of overseas trained
t_selection and retention policies

While it is recognised that many regional- district healt
Hospital) are faced with problems of lack of continuity, signi
in medical services and that many hospitals  have a high
doctors, this may be an opportune time to review recruitmen
and strategies in an effort to identify innovative solutions.

_ For staff in regional areas, acbess fo 'professiorzla.l devé]o;ﬁmeht opportunities can ba limited,
and it may be useful therefore, fo explore alternative -sirategies for the provision of ongoing
training and development for all staff, including relevant topics for orientation and in-service

education programmes.

ents and enhanced work experiences ior staff,

In order to ensure optimal outcomes_for pafi
d communication between professional groups

ongoing attempts to improve and maintain goo
in the public and private sectors are essential.

rly for transfer of patients, management of surgical

patient care, case-conferencing, management of

.leave -arrangements, : patient confidentiality and
h current best practice.

Hospital policies and procedures; particula
patients, multi-disciplinary involvement in
patients:"in ICU,- clinical documentation,

- infection control should be reviewed to ensure they are consistent wit
Multi-disciplinary involvement in a p“rbciés_%s"bf'c[inical- audit nééds to be developed and
encouraged fo maintain high quality services. - ' : '
The process for credentialling of medi:cai staff to ensure’ appropriate granting of clinicai

~ privileges, should be progressed.

“The Queené!ahd_ Health Service Cég_pability Framework should be implemented to ensure all
sérvice levels are consistent with the framework.

Clinical Audit of Surgical Setvices, Bundaberg Base Hbspital
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Audit report — data from other {local) collection sou

rces

1. Unplanned re-admissions within 28 days as a percentage of total

{ACHS Hospital-wide Clinical Indicator - 2.1)

_Bundaberg

Jan-June
2003

Juiy-Dec
2003

discharges

50 1.9

Jah-Juns

All surgery '

2004

July-Dec |
2004

Surgery/Vascular/Urology/Endoscopy

All surgery |

Surgery/Vascular/U rology/Endoscopy

1208

¥

ng the Potential to Improve Quality of
ustralia and New Zealand, 1998-2003)

The latest ACHS results to be published {Determini
Care, 5% Edition, ACHS Clinical Indicator rasults for A
for this indicator are as follows:

NSW 2002 110 14,158 779,834 18 -
- | 2003 119 18,605 829,599 22
Queensland  |.2002 | 50 5,916 404,226 - 1.7
2003 45 3,348 429,914 1.9

SA 2002 , 28 2,658 179,055 15
) 2003 - 25 3,050 150,315 2.0
TAS 2002 1,569 120,261 1.3
y 2003 - 1,239 131,810 0.94
e 2002 .90 10,355 576,034 18"
N 2003 - 84 10,402 560,182 1.9
WA 2002 19 1,903 120,747 1.6
| 2003 ' 28 4018 286,880 1.4

" Cliniea? Audit of Surgical Services, Bundaherg Base Hospital

March 2005
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Audit report — data from other (local) collection souyces

2. The rate of patients having bile duct injury requiring operative intervention
(ACHS Surgical Clinical Indicator ~ 7.1)

January-June 2003 General Surgery 52 0 0.00
J uiy—Decem ber 2003 General Surgery 53 2 3.77
J&inuary—June 2004 General Surgery 56 3 5.36
July-December 2004 | General Surgery 62 5 8.06

ning the -Potential to Improve Quality of

The latest ACHS results to be published {Determi
Australia and New Zealand, 1998-2003)

Cars, 5% Edition, ACHS Clinica! indicator results for
for this indicator are as follows:

Near 0 = NG HCEO: B Niorato S Penommator s Rdfchns o f
1998 110 46 - 8,976 0.51
4999 118 42 9,527 0.44

2000 143 73 16,294 T 045
2001 _ 167 70 15,676 ' 0.45
5002 176 55 15,898 0.35

2003 155 45 15,436 0.29

4 __Pz_a_\t_ient opinion
Surveys of patient opﬁnion were conducted at Bundaberg Hospital by the company ‘Press
Ganey' in 2001 (pilot survey), 2003 and 2004. :

In 2603, the resuits indricated that patients had rated the surgical services as 'significantly

higher than the mean Bundaberg Hospital score for ‘doctor care’. Most aspects of surgical
‘doctor care’ were rated higher than the mean for all facilities participating in the survey, public
hospitals participating in the survey and hospitals surveyed in the 101-150 bed range.

I 2004, the results indicated that patients rated ‘doctor care' for surgical services as higher
than the Bundaberg mean, althotigh the difference was not statistically significant.

nces were found between the results for ‘doctor care’

No statistically significant differe
es were not significantly

beMéen the 2003 and 2004 surveys. The Bundaberg Hospital scor
different from the mean scores of other hospitals participating in the survey. There was,

however, a general decline in the score when compared to 2003.

Clinical Audit of Surgical Services, Bundaberg Base Hospital
March 2005
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Audit repott - Service Capability Framework

Service Capability Framework

As stated previously, the Queenslan
the minimum suppert services, staffing,
and ficensed private health facilities fo ensu

services.

d Health Service Capability Framework (2004) outiines
safety standards and other requirements for public
re safe and appropriately supported clinical

vals applied to services at Bundaberg Hespital relevant 1o this zudit are as

The capability le
follows:

Anassthetic services
Colorectal surgery
Diagnostic Irmaging
Endoscopy sarvices
Gastroenierology
- (Gastrointestinal surgery
Ee

[ntansive Care Units
‘[niernal medicine
‘Niclear medicing
‘Intérventional radiology
Opérating Suite services
E’étho!ogy '

Rharmacy

Urology

Vascular surgery

po e I oleo ol oo ol

service level 3 is as follows: ‘surgical service level 3
diate surgery with high anaesthetic risk and ‘complex
(Service Capability Framework, Section

The service definition for a surgical
provides a combination of interme
surgery with medium or high anaesthetic risk’.
C3.page 106). s - ,
For a Level 3 general surgical servic'::t_a, the support services shoufd be at the following levels: k

Anaesthetics -
Citical care

Diagriostic imaging
Emergency _
Endoscopy
{Aterientional radiology
Madical :

| Nuclear medicine
Operating suite
Pathology

' Pharmacy.

ol ro {0 [ = oo Lo Iio |

10
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Audit report - summary

Summary
During this audit, a number of issue

5 and concems were raised with the reviewers. In

addifion, positive comments were made about the general surgical service, including the
commitment of the Director of Surgery to his teaching responsibiiities, throughput of elective
surgical cases and the increased leval of efficiency in the operating theatres.

The concams raised by staff can be categorised into two main groups — these ars:

g undertaken which are outside the scope of

Bundaberg Hospital. Comments made in regard to this included: there i5 sometimes
a tendency to treat patients at Bundaberg when they should be transferred fo a higher

level facility with appropriate resources. a preparedness to demonsirate
accountability (i.e. hand over patient care when indicated) is not always evident. there

is a demonstrated lack of understanding of the capability of Queensland regional
health services: infection rates and wound dehiscence rates have increased:

unplanned retumns to operating theatrs have increased: the care of two patients in

particular have highlighted the concems’ of staff and caused them fo voice their

disiress.
2. Lack of good working relationships between ali staff in the general surgical
service. Comments made in regard to this included: the director of surgery has high
standards and this has led to some degree of conflict with staff: there has besn some
‘cultural’ conflict: there are not always good working relationships beiween hospital
doctors and doctors in the private sector the increase in work levels may be causing
concern to some staff members: the director has a confronting personality which

. causes conflict with some staff members.

1. General surgical procedures bein

Discussion

The two issues that appear to have be
service and intensive care unit, have
the appropriate level of support services an
_staff -members. In. addition, concerns - were  also .- raised. abou
readmission, complication and wound_de!ﬁscenc@ rates. N
With: regard o the conduct of inappropriate complex procedures, the surgeon involved has
agreed to undertake only those proceduies which are within the scope of the surgical service
and relevant support services. The surgeon has also agreed io fransfer patients more readily

to higher lavél facilities.

en of significant concemn o staff in the general surgical
been the performance of complex procedures without
d the poor working relationships hétween some
t increasing unplanned

As can bg seen from the data presented earlier in this report (page 8), the rates of unplanned
readmissions ' (general s"urg‘ery/\iaé:'é'uIar/u'rdlégyféndOsE;Opy) at Buridaberg Hospital were
higher in all time periods (2003 and 2004) than for the ‘all surgery’ category. The Queensiand
rate for 2003 was 1.9 (ACHS data - Determining the Potential to lmprove Quality of Care, 5
Edition, AGHS Clinical [ndicator results for Ausfralia and New Zealand, 1898-2003). The rates
of bile duct injury during laparoscopic chotecystectomy (page 9) at Bundaberg Hospital in
2003 were 0.00 (January-June), 3.77 (Juty-December) and in 2004, 5.36 (January-June) and
8.06 (July-December). The ACHS rate for 2003 (the most recent datay was 0.29 (Determining
the Pofential to Improve Quality of Care, 59 Edition, ACHS Clinical Indicator results for
Australia and New Zealand, 1998-2003). ' '

he on-site visit, the issues raised about poor
t and between; this unit and support
' ' fficant number

-Following the discussions with staff field during t
working relationships, both in the general surgical un
services (e.g. ICU and infection control), still appear to be of concern. to & sign
of staff members. - : o :

As has been stated above, although some staff. members had reported examples of pocr

teamwork in the generél surgical unit; other staff were keen tohighlight positive aspects of
general surgical service delivery, for example, a significant commitment to teaching of junior
medical staff and efficiencies achisved in operating theaire processes.

Clivical Audit of Stirgical Services, Bundaberg Base Haspital ‘11
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Audit report - recommendations

Recommendations
Recommendations are provided, having been separated info ‘strategic’ and ‘operational

areas.
Strategic

1. Complete the implementation, and ensure the ongoing process of credentialling and
granting of clinical privileges to medical staff which dalineates the scope of practice.

2. Review staff recruitment, selection and retenifon sirategies in an effort to attract and
retzin clinical staff and improve continuity of service.

3. Review the Qusensland Health Service Capability Framework to ensure appropriate
levels are applied to each sefvice.

4. Ensure all staff are supplied with (or are able fo access through QHEPS) the
Queensland Health Code of Conduct, and that all staff are aware of their obligations
and responsibilities in regard to the Code, for example, confidentiality of patient
information, having respect for people, freating people with dignity. '

5. Ipstitute team building within and between disciplines.

6. Encourage all clinical units/divisions to be involved in an ongoing process of muilti-
disciplinary clinical audit, which is used to evaluate and improve patient care. This
process should embrace performance indicators relevant to the clinical service, for
example the ACHS clinical indicators, including unplanned re-admissions, unplannad
retums to operating theatre, average langths of stay, complication and infection rates.

7. When significant organisational changes are planned, ensure Queensland Health’s
change management guidelines are used.

8. Include education/information on the Queensland healthcare system in the hospital
orientation programme to ensure all staff understand how the public and private
sectors operate and the linkages between the two systems.

9. Facilitate improved working relationships between clinicians in the public and private
sectors. .

. 10. Review processes to enable equitable access to ongoing professional development
_ and fraining programmes. '

11. Implement appropriate processes to enable staff to access senior management.

12. Ensure the development and implemantation of a policy (which is based on best
avidence) and education programime for clinica! documentation.

Operational

1. Review all clinical golicies and procedures to ensure they are based on best evidence
and implement a process to make certain that staff know about and comply with all
policies and procedures.,

2. Implement the Queensland Health Code of Conduct at department/ward/unit level.

3. Develop and implement policies and procedures, which are based on best practice

' Clinical Audit of Surgical Services, Bundaberg Base Hospitai

for the following:
«  Multi-disciplinary management of patients in iCU
» Transfer of patients to a higher level facility
Clinicians’ leave arrangements to ensure appropriate ongoing patient care

Multi-specialty and multi-disciplinary involvement in patient care
Multi-disciplinary ward rounds, case conferences and meetings to ensure
confinuity of appropriate care for alt patients

= Infection control _
Patient confidentiality, using the Queensland Health Code of Conduct as a

guide

12
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Introduction

introduction

Bundaberg is a progressive modemn city with a population of 44,870, where rgésidents are
catered for with excellent shopping; medical services, education facilities and a diversity of
recreational pursuits and experiences including the coral isles, coast and country. The city of
Bundaberg is located 386Kms north 67 Brisbane and 321km south of Rockhampton on the

Central Queensiand coasti
g, an 18-

District comprises a 136-bed hospital in. Bundaber
arry. The

The Bundaberg Health Service
d hospt#al in Childers and a Health Centre in Mi P

bed hospital in Gin Gin, an 18-bz
district extends from Miriam Vale in the north (inc]uding Town of 1770 and Agnes Waters), to
Woodgatg in the south, and services a population of 84,049.
Bundaberg Hospital is & modem 136-bad hospital and is the district's major referral centre,
providing a broad tange of secondary level sarvices, including:
Hospital services including: emergency medicine, general medicine, renal dialysis, general,
orthcpaedic and vascular surgery, obstetrics, gynaecology, intensive carg, coronary cars,
paediatrics and psychiatry. Surgical proceduras are undertaken by visiting specialists and
otist. A staff physician is supported by a

staff surgeons with the support of a staff anaesths
range of visiting specialists.

Diagnostic and faboratory services ata secondary level are perided, ‘

occupaﬁoﬁ'al the,r_aby.;\ﬁdféfetics, 'é;‘aeec-:h therapy,

Allied Health services include: physiotherapy, 1
ing an_d' pathology.

psychology, spcial work, pharmacy, medical imag

Backgr_ound data source: Queensfand Governmert, Feb:i:a’ry 2()05, ‘District and Hospital
profiles’ in the Queensland Health Electronic Publishing System (QHEPS) [Onfine]. Available

at hitp/fgheps.health.gld gov.aw/

Background . ] ]
This clinical audit of gengral surgical serviceg at Bundaberg Base Hospital was undertaken in
February 2005, by:the. Chief Health Officer, Dr Gefry FitzGeraid and Mro Sirsan Jenkins,
Manager of the Ciinical Guality Unit in the Office of the Chief Health Officer, both of whiom 2re
appointed by the, Director-General as Invéstigators purstiant to Part 6 of {fie Healif Services
At 1997, enabling access to relevant diinical data. .~ . A

Definition of clinical audit - C
visw and critical analysis of récognised méasures of the quality
tifies areas: for jmprovement. Clinical
outcomes of care

Glinical audit is @ Systematic re ,
of clinical care;, which. enables: benchmarking; a@nd iden
audits are designed to complement accreditation surveys and-focus on the.

rather than structures and processes.

Purpose of the clinical audit L L
This clinical audit was undertaken to measure the quality and safety of general surgical
sefvices at Bundaberg Base Hospital'and identify areas for improvement. Thie Chief Health
Officer. had- been approached by-the District-Manager (Bundaberg Health Setvice District) to
_conduct a clinical audit of general surgical services at Buridaberg Hospital:- The catalyst for
this requést was a level of concern raised by a number of staff at the hospital in regard fo
some patient outcomes. [n addition, some staff members expressed a level of distress about

a number of staff interactions.

Clinical Audit of Su;giéa] Services; Bundaberg Base Hospital.
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infroduction

Scope of the clinical audit

The Chief Health Officer and Manager of the Clinical Qu
Bundaberg Base Hospital on February 14™ and 15" 2005, to coliect data and intervie

In addition, data from the following facilities across Queensland were reviewed:

ality Unit conducted an on-site visit at
w staff,

Northern zone: Mt Isa, Mackay

Csntrai Zone: Rockhampion, Gladstong, Hervey Bay, Maryborough, Radcliffe,

‘Cabooblture,
Southern zone:  Ipswich, QEIl, Logan, Redland,
These facilities were chosen to enable benchmarking between hospitals of similar size and
scope across the three zones. This peer group of hospitals had previously been identified and
used by the Measured Quality Programme for banchmarking purposes.

Pata sources

Data were sourced from the following: L
« Queensland Hospitals Admitted Patient Data Collection (QHAPDC — routinely
collected hospital in-patient data)
« Interviews with staff members : _ , _
e Other data collection systerns” at Bundaberg Hospital (for example, ACHS clinical
indicator data, infection rates)

Service Capability Levels
The: Queshisland Healih' Seryice Capabilty Framework (2004) was used fo compare the
stated service levéls at Bundaberg Hospital with, ifie recommendations in the framework. The

‘ nes the- minimun support services, staffing,’ safety’ standards and. other

framework outlines’ the' minimum support _services, staffing,’ safety standards.and. «
requirements for public and licensed ptivate, health facilities to ensure safe and appropriately
supported clinical services. The Service Capability Framawork serves two major purposes:
« To provide a standard set of capabifity requirements for most acute” health facility
g services provided in Queensland by public and private heatih facilities
« - To provide a consistent lé’ngaage for health care p'ro'\f%ders.' ‘and bianners‘ to use when
describing health services and planning setvice developments o

When applied across an organisation, the same set of underlying standards aqqiiquuirements_
for simitar services will safeguard patient safefy and facilitate clinical risk management across
the state’s health facilifies. : S L IR -

Da-féf sQUrCe: Clinical Services Capability Framework — public and ficensed private health facililies.

Version 1.0 - July 2004. Queensiand. Health;

‘ Clinical Audit of Surgical Services, Bundabsrg Base Hospital 3
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Audit report — routinely collected data

Routinely collected data

The Client Services Unit (CSU) of the Queensland Health Information Centre (HIC) provided
data for this review. The CSU was asked to provide data for the calendar year 2004, by
doctor, 1CD-10* and ICD-10-AM** codes and by speciiied hospital (as described above),

including the following:
« Number and percentage of surgical episodes

Number and percentage of episodes where the patient died in hospital
Number and percentage of episodas where the patient was transferred to another

hospital
« Number of episodes with a T81 ICD-10 code (complication of procedure not
elsewhere classified) 7 ’
D010 code (drugs/medicaments/biologicals

- Number of episodes with a Y40-Y50 IC

causing adverse effects in therapeutic use)
Number of episcdes with a YB0-Y89 ICD-10-coda (misadventures {o patients during

surgical/medical care)
« Number of episodes with a Y
misadventures in diagnostic and therapeufic use)
Number of episodes with a Y83-Y84 1CD-10 code (surgical/medicai procedures as a
cause of abnormal reaction of a patient without mention of misadventure)
T81.0 - Haemorrhage/haematoma complicating a procedure not elsewhere classified

7T81.1 - Shock during or resulting from a procedure -
T81.2 - Accidental puncture and laceration- during a procedure not elsewhere

70-Y82 ICD-10 code (rﬁedica! devices associated with

classified

T81.3 - Disruptionof o

T81.41 - Wound infection following a procedure
- T81.42 - Sepsis following a procedure

T81.5 - Foreign body [éft in a body cavity or operation wound

T81.6 - Acute reaction to foreign substance left during a procedure

T81.7 - Vascular complications following a-procedure not elsewhere classified
< T81.8 - Other compliGation of procedure not elsewhere classified
« - T81.9 - Unspecified complication of procedure '

peration wound not elsewhere classified

lnterpretation of these data, , . .
On review of the dafa supplied by the CSU, thergappear to be a numb
further, in-depth statistical analysis and, if indicated, a review of the clinical records in these

er of areas worthy of a

cases. The areas are:
Number of episode_s' with a T81 ICD-10 code (complication of procedure not

elsewhere classified)- S :
« Number of episodes with a Y60-Y89 ICD-10 code (misadveniures to patients during

surgical/medical care) _ .
« Number of episodes with'a Y83-Y84 ICD-10 code (surgical/medical procedures as a
-~ cause of abnormal rédction of a patient without mention of misadventure)
Haerhorrhage/haematoma complicating a procedure not elsewhere classified
AcEidertal pURCHTE And Taceration during & procedure riot'elsewhere classified
Other complication of procedure not elsewhere classified- '

(¢ Appendix 1 i a tablé summarising thé key findings of [CD-10 codes T81 (all, T81.0, T81.2, T81.3 T81.41, Y80
. 69 and Y83-84, and a comparisen of Bundaberg Hospital datg with data from Queensiand peer group hospitals.)
+ D0 the Tatest version of the Infemational Statisiical Clas

approved by the Intemnational Conference for the tenih revision of the Infernational Classification of Diseases in 1989

and adopled by the 43" World Health Assembly, - : o -
~[CD-10-AM — the Austrafian modification to the ICD-10; endorsed by the Australian Health Minister's Advisory
‘Council.

Ciinical Audit of Surgicat Services, Bﬁndaberg Base Hos;ﬁitaf

March 2005 . ) _ T

R

sification of Diseases and Related Health Problems,

4

™

il i
089

WIT.0001.0160.00089



Audit report — staff opinion

Identification of staff opinion

undaberg Hospital and included the district manager,
r of nursing. The discussions were designed fo provide
t discuss their views so that these could
| staff members were supported by
e been ‘themed' below with the

Discussions were heid with staff at-B
director of medical services and directo
a non-threatening situation where participants could

be recorded and inform future practices. Severa
of their industrial organisation. Comments hav

representafives
nine quality dimensions of the National Health Performance Framework.
Sty dinch : e
Accessible In medical services, there has been a Review staff recruitment and salzclion
lack of continuity, significant unrest | processes.
and staif movements.
There is a high percentage of Review staff retention strafegies.
overseas trained doctors at Bundaberg
Hospital.
The direcior of this division Is
accessible to GPs and easy o contact
The divisional director has & good
waork ethic and a heavy workload.
The divisional direcior underiakes
most procedures '
Appropriate The divisional director ‘caried -out
excellent work friaging in ED following
the tilt train disaster. ' ) .
Some procedures and selection of | Implement  the Service  Capability
patients are outside the scope of | Framework.
Bundaberg Hospital. Lo
There is not always good teamwork Institute team building between and within
between OT.-and-ICU and clinical |- disciplines.
issues are sometimes complicated by | - o
'‘nersonality issues”. .
There is a lack of understanding of the Develop an orientation programme on this
Austraiian healthcare system. topic. ,
Lack of protocols for the management | Develop and implement  policies and
of medical and surgical patients in [CU procedures  for the muli-disciplinary
means there is no ‘multi-disciplinary management of patients in ICU with a
team managemem}.qﬁpaﬁgnts_—-th_is is | view. to improving pafient outcomes and
detrimental {o patients and staff. work practices for staff.
No protocols to manage the transfer of Develop and, implement appropriate
patients from ICU to a higher level | policies and procedures for patient
facility. T )  |:transfers. : o
Documentation in clinical records is Develop; implement and monitor & policy
sometimes less than optimal. | and - ediication 'programme for clinical
‘ documentation. .
Clinical decision-making: is sometimes | Review. leave aangements to ensure
left to junior dottors.-s” - ... - . - appropriate ongoing patient care.
No systems in place for involvernent of _Re\qiewf—..-processes for multi-speciality
relevant clinical specialists. in patient | involvement in patient care.
Appropriateness of and/or cépability o Re_view all ¢iinical policies and procedures
carry out some freatmentis. o ensure they are current, update as
Can . e e necessary and monitor staff compliance.
Contemporary No systems for review of “data to | Devélop-a‘process of clinical audit {using
: support the evaluation of patient care. routinely. collectad data) for evaluation of
: - ) IR patient care.
The divisional -director is keen o be
involved in activities such as -ACHS
accreditation. :

Clinical Audit of Surgical Services, Bundaberg Base Hospital-
March 2005
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Audit report — staff opinion

Identification of staff opinion (continued)

Capable

There is a mix of skills in the ciinical
workforce.,

Review processes to ensure equ:table
access to professional development and

training programmes.

The credentialling and  clinical
privileges process has not yef been
fully implemented.

Complete this process for all medical staff.

Haspital doctors and doctors working
in the private sector do not always

work well together.

Facilitata

the davelopmeni of good
working. relationships between the public
and private healthcare sectors.

Teams do not always work well
together.

Institute team building betwsen and within
discipiines.

No ciear protocols for handover of
patients . fo appropriate staff when
surgeons go on annual/other leave.

Develop and implement appropriate
protocols to ensure ongomg patient care
when clinical staff are on leave.

The divisional director is committed fo
teaching.

Discussions between staff members

Ensure all staff are aware of their

patient

have Increased.

regarding patient care do not alwdys | obligations In regard to
e take place in a relevant setting. - confidenfiality.

. There are no protocols for mulfi- | Develop and implement a system far
disciplinary team mgetings and ward muli-disciplinary ward rounds  and
rounds to.plan, implement and review meetmgs to ensure the continuum of care.

o patient care.
Responsive Staffi do not always compfy wnth Ensure all staff are aware. of  their
policies and prucedures for patlent obligations in  regard fo palient
_confidentiality. confidentiality
Patient - safisfaction rates have . '
increased. . .
- Effective - Throughput of elective surgery cases lmplement an aud[t process to moniior
a . is good, but there are some ‘unplanned |.assess, . take - appropriate . action and
o re-admissions. o 'revrewthls mdlcator .
Efficient Lengths. of stay for some procedures Implement an audit process to monitor,
take appropriate action and

assess,
review thls ndicator.

The divisional director has. created |-

efficiencies on OT by changing some
outmoded work practices,

Safe

Complication rates have increased.

I assess,

implement an. audit  process. to. moniior,
take . appropriate action and

review thls indicator.

_Staff do not aiways comply with
policies and_

infection  conitrol
procedures including wearing of OT
attire outside OT, hand washing
betwaern patients and appropriate use
of instruments.

Review, update_ according to best practice
and lmplement infection’ control” policies
and” procedures and ensure  staff

compliance.
Continue to monitor infaction rates.

.S ustainable

Intsractions between some  staff
members could be improved.

Institute team building between and within

disciplines.
During significant organisational change,
ensure Queensland Health's change

management guidelines are used.

Sometimes staff need more support
from senior management.

Implement appropriate processes for staff
to access senior management.

Hospital doctors and doctors. working
in the private sector do not always
work well togéether.

Facilitate the development of good
working relationships between the pubiic
and private healthcare seclors.

Clinical Audit of Surgicél Services, Bundaberg Base Hospifal -
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Audit report — staff opinion

Discussion of staff feedback

aberg Hospital and only relatively recently

In general, staff have enjoyed their work at Bund
taff clearly demonstrated their keenness to

have issues arisen which have caused concem. )
provide heaith services of a high standard.

staif made complimentary comments about the

Howaver, as well as raising concerns, some
d mentoring of junior medical staff.

divisional director's commitment o teaching an
aspecially in the operating

In addition, there has -been a significant improvement in efficiency,
uctions in waiting imes ior

theatre, and in meeting elective surgery targets with significant red
" surgery.

Opporttinities for improvement identified from staff discussions
gional district. health services (including Bundaberg
Hospital) are faced with problems of lack of continuity, significant unrest and staff movements

in medical services and that many hospitals-have.a high percantage of overseas trained
doctors, this may be an opportune time to review recruitment, selection and retention policies

and strategies in an sffort fo identify innovative solutions.

While it is recognised that many re

professional‘deve_lopment opportunities can be limited,
lore alternative strategies for the provision of ongoing
luding relevant topics for orientation and in-service

For staff in regional areas, access o

and it may be useful therefore, to exp

training and development for all staff, inc
- education programmes. '

comes for patients and enhanced work experiences for staff,

In order to ensure optimal odt
cation between professional groups

ongoing attempts to improve and maintain good commuii
in the public and private sectors are essential.

Hospital policies and procedures; particularly for transfer of patients, management of surgical
~ patients, multi-disciplinary involvement in patient care, c_ase—conferencing, management of
- patients’ in 1GU;"clinical documentation, leave arrangements, patient confidentiality and
" infection control should be revieved to ensure they are consistent with current best practice.

Multi-disciplinary ihvoivemeht__in a process of clinical audit needs to be developed and
encouraged to maintain high quality services: ' . ' ,

The process for credentialling of medical staff to ensure appropriate granting of clinical
* privileges, should be progressed,

" The Queensland Health Service Capability Eramework should be implemented to ensure all

service levels are consistent with the framework.

Clinical Audit of Surgical Services, Bundaberg Base Hospital -7 )
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Audit report — data from other {local) collection sources

1. Unplanned re-admissions within 28 days as a percentage of total discharges
(ACHS Hospital-wide Clinical Indicator — 2.1)

Jan-June
2003

July-Dec
2003

Bundaberg Hospital

Number | %

Number
All surgery 2648 1.9
1307 24

Surgery/VascularfUrology/Endoscopy

All surgery

2392

1.5

J'én?.}uhg;
2004 =

Surgery/VascularfUrology/Endoscopy

[ Al surgery

1092

2695

2.5

21

Surgery/Vascular/Urology/Endoscopy

1218

3.0

48"

.'_f'u_f'y#Dec::W Al surgery 2561
2004 _

" Surgery/Vascular/Urology/Endoscopy 1208 2.5
The latest ACHS results to be published (Determining the Potential to Improve Quality of
Care, 5% Edition, ACHS Clinical Indicator results for Australia and New Zealand, 1998-2003)
for this indicator are as follows:

Stun Jeamw e o ator L bohomutor - Statund

o ' I e - St |
NSW | 2002 110 | 14158 | 779834 | 18

o 2003 119 18,605 829,599 2.2
Queensland | 2002 50 6,916 404,226 1.7
o 2003 45 8,348 429,914 1.9
SA 2002 28 2,658 179,055 1.5
. 2003 25 3,050 150,315 20
TAS 2002 1,569 120,261 1.3
2003 | 1,239 131,810 0.94

VIC 2002 90 10,355 576,034 1.8

. 2003 84 10,402 560,182 1.9
WA 2002 19 1,903 120,747 1.6
2003 28 4,018 286,880 14

Clinical Audit of Surgical Services, Bundaberg éase Hospital 87
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Audit report — data from other {local) collection sources

2. The rate of patiénts having bile duct injury requiring operative intervention

(ACHS Surgical Clinical Indicator - 7.1}

ital

January-June 2003 General Surgery 52 0 0.00
J ﬁ]y«December 2003 General Surgery 53 2 3.77
January-June 2004 General Surgery 56 3 5.36
Jul-y;December 2004 General Surgery 82 5 8.06

[Note: Small numbers should be interpreted with some caution)

etermining the Potential to Improve Quality of
lts for Australia and New Zealand, 1998-2003)

The latest ACHS results to be published (D
Gare, 57 Edition, ACHS Clinical Indicator resu
for this indicator are as follows:

1988 110 46 8,976

1999 118 42 9,527 0.44
2000 143 73 16,294 0.45
2001 167 70 15,676 0.45
2002 176 55 15,898 . 0.35
2003 155 . 45 15,436 . 0.29

3.‘"Eati'en"t opinion
. Suiveys of patient opinion were conducted at Bundaberg Hospital by the company ‘Press
Ganey in 2001 (pilot survey), 2003 and 2004.

In 2003, the results indicated that patienis had rated the surgical services as ‘significantly
highier than the mean Bundaberg Hospital score for ‘doctor caré’. Most aspects of surgical
'dc_jct_o"r care' were rated higher than the mean for all facilities participating in the survey, publc
hospitals participating-in the survey and hospitals surveyed in the 101-150 bed range.

s rated 'doctor care' for surgical services as higher

In 2[)(}21',_ the resuits indicated that patient
Farence was not statistically significant.

than the Bundaberg mean; although the di
s were found between the results for ‘doctor care’

betwszn the 2003 and 2004 surveys. The Bundaberg Hospital scores were not significantly
different from the ‘mean scores of other hospitals participating in the survey. There was,
however, a general decline in the score when compared to 2003.

NG statistically significant difference

Ciinical Audit of Surgical Services, Bundéberg Base Hospital
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Audit report - Service Capability Framework

Service Capability Framework .

Queensland Health Service Capability Framework {2004) outlines
safety standards and other requirements for public
fe and appropriately supported clinical

As stated previously, the
the minimum support services, staffing,
and licensed private health facilites to ensure sa

services.
The capability levels applied fo services at Bundaberg Hospital relevant to this audit are as

follows:

Anassthetic services
Cdldrec_tal surgery
Diaghostic maging
Ehdoscopy services
Gastroenterology
Gastrointestinal surgery

Intensivé Care Units
Intefnal medicine
Nuclear medicine
“Interventional radiology
Operating Suite services
Pathology

Pharmacy

Urology - -

Vdséular surgery’

rvice level 3 is as follows: ‘surgical service fevel 3
ith high anaesthefic risk and complex
Service Capability Framework, Section

THe' service definition for a surgical se

provides a combination of intermediate surgery w
C3, page 106)..

For a Level 3 general surgical service; the support services should be at the followin

edium or high anaesthetic risk’. (

g levels: |

Rodiifedic OSPit % |
Anaesihetics - o3 2 '
Crifical care Icu 't 2 ' \
Diagnostic imaging 27 2
Emergericy ., - -
Endoscopy - - 2. 2.
Interventional radiology S 2
Medical 2 3
Niiclear medicine 1 1
- Operating suite 3" ) 3.
| Pathology 1 2
Pharmacy. .3 2 ]

Coéﬁmé'nt: - Service levels applied afc;_B\undéEe;g Hospital for anaesthetic and pharmacy
services {shaded areas) should ba reviewed aceording to the Service Capability Framework.
Cfinical Audit of Surgical Services, Bundaberg Base Hospital - - 10
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Audit report - summary

Summary
_ his audit, a number ‘of issues and concemns were raised with the reviewers.
addition, positive comments were made about the general surgical service, including the
commitment of the Director of Surgery to his teaching responsibilities, throughput of elective
surgical cases and the increased level of efficiency in the operating theatres.

During t In

The concermns raised by staff can be categorised into two main groups — these are!

1. General surgical procedures being undertaken which are outside the scope of

Bundaberg Hospital. Comments made in regard to this included: there is sometimes
a tendency to treat patients at Bundaberg when they should be transferrsd to a higher
level facility with appropriate resources: a preparedness to dermonstrate
accountability (i.e. hand over patient care when indicated) is not always evident: there
is a demonstrated lack of understanding of the capability of Queensland regional
health services: infection rates and wound dehiscence raftes have increased:
unplanned returns io operating theatre have increased: the care of two patients in
particular have highlighted the.concems of siaff and caused them to voice their

disirass.
2. Lack of good working relationships between all staff in the general surgical
service. Comments made in regard fo'this inclided: the director of surgery has high
standards and this has led to some degree of conflict with staff: there has been somsa
‘cutural’ conflict: there are not always good working relationships between hospital
doctors and doctors in the private sector: the increase in work levels may be causing
concem to some staff members: the director has a confronting personality which

causes conflict with some staif members:

Discussion

The two issues that appear to have been of significant concern to staff in the general surgical

service and intensive care unit, have been the performance of complex procedures without
it services and the poor working relationships between some

the appropriate level of suppo
concerns were also raised about increasing unplanned

staff members. In addition,

readmission, complication and wound dehiscence rates..

With regard to the conduct of inappfopriate cofmplex procedures, the surgeon involved has

agreed to undertake only those pracedures which are within the scope of the surgical service

and relevant support sarvices. The surgeon has also agreed fo transfer patients more readily

to higher level facilities. ‘ L '

As can be seen from the data presented earfief in this report (page 8), the rates of unplanned

readmissions” (general " surgery/vascularfurology/endoscopy) at Biindaberg Hospital were

higher in all time pericds (2003 and 2004) than for the ‘all surgery’ category. The Queensland
ove Quality of Care, 5"

rate for 2003 was 1.9 (ACHS data - Determining the Potential fo Impr A
s far Australia and New Zeéaland, 1998-2003). The rates

Edition, ACHS Clinical Indicator resu
~ of bile duct injury during laparoscopic cholecystectomy (page 9) at Bundaberg Hospital in
2003 were 0.00 (January-June), 3.77 (July-December) and in 2004, 5.36 {(January-June) and
8.06 (July-December). The ACHS rate for 2003 (the most recent data) was 0.29 (Determining

the Potential to Improve Quality of Care, ‘5t Edition, ACHS Clinical Indicator results. for
Australia and New Zealand, 1998-2003). .

sclissions with staff held during the on-site visit, the issues raised about poor
general surgical unit and between this unit and support
Il appear to be of concem fo a signfiicant number

Following the di
working refationships, both in the
sérvices (e.g. |CU and infection controf), sti
of staff members. '
As has been stated above, although some staff members had rep
teamwork in the general surgical unit, other staff were keen to highli
Yeral surgical service delivery, for examble, @ significant commitmient to teaching of iunior
ncies achieved in operating theatre processes. *

orted exampies of poor
ght positive aspects of

nedical staff and efficie
) Cﬁﬁi_cal Audit of Surgical Services, Bundaberg Base Hospital 11
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Audit report - recommendations

Recommendations
Recommendations are provided, having been separated into ‘strategic’ and ‘operational

areas.

Strafegic
Complete the implementation, and ensure the ongoing process of credentialling and

1.
granting of clinical privileges fo medical staff which delineates the scope of practice.
2. Review staff recruitment, selection and retention strategies in an effort to aftract and
retain clinical staff and improve continuity of service.
3 Review the Queensland Health Service Capability Framework to ensure appropriate

levels are applied to each service. _
Ensure all staff are supplied with (or are able to access through QHEPS) the

Queensland Health Code of Conduct, and that all staff are aware of their obligations
and responsibilities in regard to the Code, for example, confidentiality of patient

information, having respect for people, freating people with dignity.
5. Institute team building within and between disciplines.
Encourage zll clinical units/divisions to be involved in an ongoing process of muiti-

e

8.
disciplinary clinical audit, which is used to evaluate and improve patient care. This
process should embrace performance indicators relevant to the clinical service, for
exampla the ACHS clinical indicators, including unplanned re-admissions, unplanned
ri;jturﬁs to operating theatre, average lengths of stay, complication and infection rates.

7. When significant organisational changas are planned, ensure Queensland Health's
change management guidelines are used.

8. Include educationfinformation on the Queensiand healthcare system in the hospital
orientation programme {o ensure all staff understand how the public and private
sectors operafe and the linkages between the fwo systems.

9. Facilitate improved working relationships between clinicians in the public and private
seciors.

. 10. Review processes to enable equitable access to ongoing professional development
_ and training programmes. '
- 11. Implement appropriate processes to enabie staff to access senior management.

12. Ensure the development and implementation of a policy {(which is based on best

evidence) and education programme for clinical documentation.
Operational

1. Review all clinical policies and procedures to ensure they are based on best evidence
and implement a process to make certain that staff know about and comply with all
poflicies and procedures. -

2. Implement the Queensiand Health Code of Conduct at department/ward/unit level,

3. Develop and implement policies and procedures, which are based on best practice

for the following:
«  Multidisciplinary management of patients in ICU

« Transfer of patients to higher level facilities

Clinicians’ leavé arangements to énsure appropriate ongoi
Multi-speciafty and multi-discipliinary involvement in patient care
Multi-disciplinary - ward rounds, case conferences and meetings to ensure
continuity of appropriate care for all patients

« Infection control
Patient confidentiality, using the Queensland Health Code of Conduct as a

ng batient care

guide

Clinical Audit of Surgical Services, Bundaberg Base Hospital 12
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Appendix — A-1 |

Summary table — ICD-10 codes T81 (all), T81.0, T81.2, t81.3, T81.41, Y60-69,
Y83084. Comparison of Bundaberg data with data from Queensiand peer group

hospitals.

These data are for the calendar year 2004

Number of surgical Number of surgical
episodes =408 episodes = 10,055
Numberof |, % of Number of % of
complications | surgical | complications | surgical
episodes episodes
T 81 (all) 52 12.8 738 7.3
T81.0 11 27 239 24
Haemorrhage or haematoma
complicating a procedure - _
T81.2 17 4.2 - 86 0.66
Accidental puncture and laceration
during a procedure
T81.3 | 4 0.98 73 0.73
Disruption of operation wound
T81.41 11 2.7 292 2.9
Wound infection following a
procedure
Y60-69 9 2.2 60 0.6
Misadventures to patients during
surgical/medical care :
Y 83-84 118 28.9 1278 12.7
Surgical/medical procedures as ' '
cause of abnormal reaction of
patient  without mention  of
| misadventure

amn |
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